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ANNUAL GRADUATE FORTNIGHT 


UPPER RESPIRATORY FOCAL INFECTIONS 
IN SOME OF THEIR REGIONAL AND 
GENERAL MANIFESTATIONS* 

Joun Epmunp Mackenty 
Surgeon Director 
Manhattan Eye, Ear & Throat Hospital 

When Noah assembled the animals from the corners of 
the earth to be his guests on the first recorded yachting 
party, his consternation at the vast number of them must 
have been great. No less was mine when, assembling the 
literature on the subject of tonight’s paper, I saw the 
small ark I had planned overwhelmed and sunk. So after 
wading through this outpouring of experience, good, bad 
and indifferent, I decided to set it all aside and build a 
rowboat (which metaphorically speaking is what my paper 
resembles tonight), rather than attempt anything as am- 
bitious as an ark, and to put into it only personal impres- 
sions and experiences. 


It is not an exaggeration to state that focal infection 
is assuming an ever increasing réle of importance in the 
medical mind and practice and that the majority of focal 
infections are located in the paranasal sinuses, the ton- 
sils and the teeth. 


Time was, and that in my memory as an active worker 
in the profession, when only a few advanced thinkers and 
experimenters were groping towards the truths now estab- 
lished, visualizing a more simple and logical explanation 





* Delivered October 22, 1930 
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of the then disconnected phenomena of focal infection 
diseases. “Humors in the blood,” though a shrewd guess 
in the right direction, had grown old in service as an 
entirely satisfactory explanation and had ceased to satisfy 
these early scientific skeptics. 


The workers in the field of diseases of the head and 
throat of thirty years ago were few, compared with now, 
and their standing in the profession at large not enviable. 
They were, in a way, the pariahs of the body medical, the 
small brothers df the big surgeons. Little did they dream 
then of the fertility of the unexplored domain they had 
inherited. I stood at the gateway of this promised land 
and can testify to the meagerness of the outlook. 


That here above the shoulders of man was the roosting 
place of a thousand evils for him but few suspected. I well 
remember my own backsliding from general surgery into 
the quasi-specialty of rhinology, laryngology and otolo- 
gy. I was careful to conceal my recession from my pro- 
fessional friends. This specialty, with the big sounding 
name, hollow as the proverbial drum, was the abiding place 
of a considerable number of men who had, so to speak, 
fallen from the regular ranks (a sort of easy chair into 
which many middle aged medical men gravitated for rest 
from their labors). It was known as the easy specialty, 
which one as well as another could fill. Otology was in 
a little better case than rhinology and laryngology and 
could be better countenanced; for did it not have at least 
two finished and quite respectable procedures—mastoidec- 
tomy and the radical mastoid. But what could rhinology 
and laryngology show to compare with these? Only snip- 
ping and spraying, mostly spraying. A hide bound con- 
servatism paralyzed effort or was it the seeming insolu- 
bility of the many problems at hand? I do know that for 
many years very little was attempted and that the experi- 
ence of the general surgery of that day was neither utilized _ 
nor deemed applicable. 


Pity and poorly veiled contempt greeted the student 
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whose attention was focused upon this seemingly barren 
and crystallized specialty of diseases of the nose and 
throat. 


Now how changed the picture! Barren no more, but 
holding in its rapidly widening confines the causes of a 
goodly percentage of human ills. A great scientific renas- 
cence is taking place in medicine and in surgery and not 
last in the advancing procession is rhinology and laryn- 
gology. It is another example of the last becoming first 
or one of the first. It cannot be denied that thirty years 
ago rhino-laryngology was the involuting end of the body 
medical, in other words, the tail. 


I am here, gentlemen, to say a few words to you from 
the standpoint of a humble worker in the field of rhino- 
laryngology. Deep is the satisfaction I feel that now at 
last, after many vicissitudes, this specialty can stand be- 
fore you on an equal footing with other specialties and 
without excuse for being, and that it is marching in line 
and contributing its share to the sum total of scientific 
knowledge. 


I am of the opinion, from conversation with and reading 
articles by many of our medical and surgical brothers, 
that some of them at least are not as acutely cognizant, as 
they should be, of the uplift rhino-laryngology has given 
to the science of medicine in directing attention to and 
working out some of the problems in focal infections in 
the sinuses and tonsils in their regional and general as- 
pects. Only a fractional part of the work accomplished 
in this vast field (and that but touched upon) can be em- 
bodied in a paper as short as this, of necessity, must be. 
In my own large volume of carefully worked out case 
records, I have irrefutable evidence of the malign influence 
of diseases of the sinuses, the tonsils, the teeth and the 
ear upon the body even in its remotest parts. 


Beginning often in early childhood the insidious trail 
of chronic tonsillar and sinus disease may be traced 
through the lives of their victims. Lowered efficiency, 
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moral and physical degeneracy, chronic invalidism, and 
even an untimely end are too often the results. From a 
sociological standpoint the loss is incalculable. 


I shall discuss only sinus and tonsillar conditions, omit- 
ting the ear and the teeth, and these only from clinical, 
personal experiences. Appended to this paper, but not 
read, will be a long list of extracts from a great variety 
of authorities viewing this subject from many aspects. 


Acute sinusitis may precede the chronic form. In a re- 
view of thousands of case histories it is observed that the 
patient can usually give a definite date of onset character- 
ized by acute symptoms. But not infrequently the onset 
is insidious, and may antedate in youth the patient’s mem- 
ory. We often receive the answer “I have always had it.” 
Through the parents we may learn that symptoms were 
present in infancy progressing remittently or continu- 
ously to date. Summer remissions are the rule unless 
complicated by hay fever. Nasal allergy leads eventually 
to chronic sinusitis. Some writers contend that it is the 
other way about and that chronic sinusitis sets the stage 
for nasal allergy. It is my belief that the majority of 
chronic sinus victims are allergic or eventually become so, 
if in that term we include broken resistance to selected 
infections. In chronic toxic sinusitis we are often con- 
fronted with broken or lost immunity. It is toward the 
better understanding of this condition that our future 
efforts must be directed. Surgery, I think, has reached 
the apex of its accomplishments in this field, just as it has 
in that of cancer, and yet leaves much to be desired. 


In this almost unexplored domain of immunity a bril- 
liant and disease conquering future awaits the young men 
in our profession. I advisedly say young men since, in 
the shadow of advancing years, we older ones, though 
filled with ideas born of experience and though alluring 
roads to higher and more accurate knowledge may beckon 
to us, yet we hesitate to advance and can do no more than 
point the way. In retrospect we see how often fruitless 
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have been our long journeyings in the search of truth. 
Time enough, or courage or strength enough to blaze new 
trails are denied most of us, and we fain would shift the 
burden to younger shoulders. 


This all important factor of immunity is too often dis- 
regarded in our blind confidence in surgery to stay the 
ravages of chronic sinus disease. In selected cases surgery 
does accomplish miracles, but there remains a great num- 
ber in which mechanical intervention does great harm. 
This is reflected in the fear many patients evince at the 
mention of sinus surgery. So many of their acquaintances 
have been made worse by it. 


I doubt if the profession in general realizes the wide- 
spread extent of this disease. Looking out through the 
narrow peep-hole of specialism it would seem to me to 
affect one quarter or more of the human family. And 
here may lie the danger of specialism. Perhaps we grow 
myopic from too constant and too intimate gazing in one 
direction. It is true that many individuals seem to carry 
the disease with impunity. One cannot but feel, however, 
that they would be even better without it. 


Heredity, I believe, is a factor in sinus disease. In hun- 
dreds of instances I have observed sinusitis in every mem- 
ber of the family and occasionally in every member of two 
generations. Whether this can be accounted for by con- 
tiguity plus some specific and unknown infection or by an 
inherited lack of immunity must some day be determined. 
The latter view might explain its frequent appearance in 
infancy. 


In later life influenza is the most potent causative fac- 
tor. Sometimes it is acutely manifest during the acme of 
the influenzal attack, but often it creeps in during con- 
valescence in an insidious way. Retarded recovery from 
influenza may be due to a frank, but more often to a con- 
cealed or latent, sinusitis. 


Retention in the antra, with or without symptoms, is 
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far from rare. A slight mucoid postnasal discharge or a 
stuffy feeling in the head may be the only evidence present. 


The posterior ethmoids and sphenoids may never spon- 
taneously recover after an influenzal attack. A manifest 
sinusitis may follow, but usually it assumes a latent form. 
A slight ichorous, clear postnasal discharge, an irritated 
choanal, nasopharyngeal and pharyngeal mucous mem- 
brane, vague discomfort in the pharynx and nasopharynx, 
nasal stoppage during sleep, may be the forerunners of 
far reaching events: general debility, fatigability, lack of 
concentration, despondency, so called migraine, Sluder’s 
sphenopalatine syndrome (lower half headache, uni- or bi- 
lateral, pain extending to shoulder and arm, erroneously 
diagnosed neuritis), arthritis, periarthritis and all the 
varied manifestations of toxic absorption. As the infec- 
tion deepens the osseous walls of the sinuses may become 
involved with increasing, typical and often agonizing head- 
ache. 


In a small percentage the optic nerve may be reached, 
causing optic neuritis going on rapidly to blindness if 
prompt and radical relief is not forthcoming. Intraocular 
changes, threatening vision and due to contiguous sinus 
infection, occur and produce a slow progressive degenera- 
tion. Here the indication for immediate surgery is less 
urgent than in optic neuritis. Local treatment is at times 
successful. Edgar Thomson, whose enormous experience 
in this field lends great weight to his observation, states: 
“Sinus diseases cause iritis, cyclitis, retinitis and choroi- 
ditis in almost as great frequency as they cause optic 
neuritis.” 


The feeling is growing among some oculists, and among 
those interested in the surgery of the paranasal sinuses, 
that in many of the chronic sinus cases a localized arterio- 
sclerosis takes place. In retinal edema the view generally 
held is that it is due to a primary thrombosis of the retinal 
vessels. I would suggest that the retinal edema is prima- 
ry and is a toxic manifestation. This later leads to a toxic 
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endarteritis and finally to a localized arteriosclerosis. 1 
know clinically that in the chronic nasal causes there is 
sclerosed bone, sometimes of almost ivory hardness, and 
that hemorrhage in such cases during and after operations 
for sinus exenteration is sometimes very troublesome. The 
microscope reveals in this condition chronic arterial 
changes analogous to sclerosis. 


In recent years, great interest has been evinced in and 
much effort expended on chronic arthritis. It would seem 
that this disease, like cancer, is on the increase and, just 
as in the latter disease, very little relief has been accom- 
plished. The individual and social ravages of chronic 
arthritis need no telling. That it is in some mysterious 
way related to focal infection is my firm belief, but that 
focal infection explains the entire problem I do not be- 
lieve. The sinuses have not been given the place they 
merit in the etiology of arthritis, being overshadowed by 
the tonsils and the teeth, and the intestinal tract. We 
know that chronic tonsillar disease of long standing al- 
most invariably begets chronic sinusitis, which may ex- 
plain the failure to cure the various toxemias, especially 
arthritis, by tonsillectomy. Only part of the infection 
has been removed. Research has been slow to include 
sinusitis in its family of toxic diseases or to give to it its 
merited place in the etiology of toxemia. Perhaps this 
is because sinusitis has only recently been intensively in- 
vestigated or at all understood. 


I have considerable proof, in my own records, to offer 
in support of my contention that sinusitis and arthritis 
are closely associated. Personal experience has proved 
this. A number of patients with arthritis of long stand- 
ing have gotten entirely well and others have materially 
improved after a thorough and radical exenteration of 
diseased nasal sinuses. I am, moreover, of the opinion 
that greater success would crown our efforts were it not 
for the extreme difficulty incident to surgery in this well- 
nigh impossible field. My co-workers need no confirma- 
tion of this statement. I extend to them a sympathetic 
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hand in the despair of complete accomplishment which is 
our common lot. I doubt if the profession at large realizes 
our difficulties or fully sympathizes with us in our often 
futile efforts. 

Kindly permit me a digression to state that the 
twelve years I spent as a general surgeon were fraught 
with no such hazardous or technically difficult situations 
as have faced me in the surgery of the nose, throat and 
neck. I omit the ear. Its problems are better worked out 
and its surgery on a more open and visible plane than that 
of the rhinologist and laryngologist. When the surgeon 
removes the appendix, the uterine adnexa, the gall blad- 
der, etc., he can feel quite confident that all the pathology 
has been cleared away. Not so with us. We now know that 
nothing short of the complete removal of an infection will 
cure it. One small remaining sinus cell—perhaps inac- 
cessible to any kind of surgical approach—may suffice to 
keep in action the entire toxic syndrome. If the rhinolo- 
gist could eradicate nasal sinus infections as completely 
as the otologist and general surgeon can clean up their 
respective infected fields, we would be able to show some 
remarkable results in the cure of diseases of toxic focal 
origin. As I said before surgery has almost extended it- 
self. After a long and uncertain voyage we, who are 
interested in focal diseases, have sighted land, but are 
now eagerly looking for the immunologist to pilot us in. 


Chronic sinusitis may affect its victim in a local or a 
general way but usually in both ways. For a time somatic 
resistance may withstand but eventually, perhaps after 
some special strain or period of illness, this resistance 
fails. A very large percentage of chronic headache and 
of so-called migraine is due to sinusitis, located usually 
in the posterior ethmoid and sphenoid areas. A careful 
study of the pain symptom is essential and leads con- 
clusively to a differentiation of sinus headache from that 
due to other causes. I have seen acute sphenoiditis with 
retention cause the most agonizing headache with delirium, 
severe general reaction and a suspicion of meningitis. 
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I shall omit a detailed description of the various acute 
and chronic suppurative conditions in the sinuses which 
may involve contiguous tissues. You are, I am sure, well 
acquainted with the orbital fossa infections, occurring in 
children from acute ethmoiditis. I would warn against 
too early and too radical surgery in this disease. Usually 
the infection subsides. When phlegmon occurs it is safer 
to let it reach the surface than to invade the orbit deeply 
in search of it. [Frontal sinus perforation in adults is 
more serious and may result in osteomyelitis, local or 
spreading, frontal lobe abscess or meningitis. Consider- 
ing the number of sinus cases, it is remarkable how infre- 
quent is the incidence of meningitis. Meningitis is more 
prone to start from posterior sinusitis but even here it is 
rare considering the great prevalence of both the acute 
and chronic types. 

Another word on ocular involvement. <A frank and 
purulent sinusitis rarely causes ocular involvement. Nor 
is this purulent type always the most toxic, in a general 
sense. The occult or concealed type, with very little evi- 
dent discharge, is in a regional and general sense more 
serious. The reason is inherent in the pathological pro- 
cesses active in these clinically distinct forms of sinus 
disease. In chronic purulent sinusitis we find a thickened 
mucous membrane lining the sinuses, with a fibrotic base- 
ment membrane. The bone is usually intact. In other 
words, the infection is, to a large extent, walled off from 
the blood and lymphatic circulation. In the oceult or con- 
cealed form the mucous lining is but slightly thickened, 
there is very little protective thickening of the basement 
membrane. The blood and lymph circulation is active and 
wide open and a low grade chronic osteitis is usually pres- 
ent. Here we have all the conditions favorable to a local 
or a systemic invasion, and it is here that we may expect 
ocular involvement and general toxic absorption. Here 
again the X-ray evidence is negative unless aided by too 
vivid an imagination. The patient may complain of post- 
pharyngeal. discomfort, postnasal mucoid discharge, re- 
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current head colds and intermittent nasal stoppage on the 
affected side. A careless history and a casual examination 
passes these patients up as normal, but careful inspection 
reveals inflammatory changes in the pharynx, nasopharynx 
and choane. Toxic symptoms are often present. The 
visual apparatus may become involved by direct extension 
as in optic neuritis or indirectly through the blood and 
lymph channels ‘as in retinitis, uveitis, etc. The exact 
manner in which the infection reaches the eye is still 
controversial. It is probable that the toxins and not the 
bacteria are carried to the vulnerable point. In joint 
involvement this theory is accepted by many of the investi- 
gators. 


A large mass of clinical evidence convinces me that the 
toxic foci in the tonsils, sinuses and teeth are more potent 
in their somatic manifestations than foci of infection else- 
where. Pelvic foci in women are very common yet it is 


exceptional that constitutional symptoms appear. The 
same is true of seminal vesicle disease. A chronic ap- 
pendix may have a malign influence on the intestinal canal, 
especially in producing colonic stasis. Autopsies reveal 
the frequency of cholelithiasis, yet it is only in exceptional 
cases that this extends its influence beyond local bounds. 


Clinically we have ample proof of the relationship be- 
tween sinus and tonsillar diseases and eye involvement 
and we are firmly convinced of the beneficent effects of 
timely and properly done surgery in this situation. A 
very bitter controversy is centered around this question, 
some even going so far as to deny entirely the benefits from 
surgery. An internationally known neurological surgeon 
is the champion of these doubters. His acrimonious and 
scorching denunciation of us so-called radicals would 
singe our enthusiasm had we not a mass of incontrovert- 
ible evidence to sustain our position. Our opponents point 
to our mistakes where nasal surgery failed to influence the 
blindness from some intracranial cause, but they are most- 
ly silent on the many almost miraculous cures following 
operation in sinus disease blindness. All workers in this 
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field are aware of the extreme difficulty in disassociating 
intracranial and intranasal blindness, especially if sinusi- 
tis is present and if the eye changes are incipient and 
unilateral. 


We all make mistakes. The adage of the glass house 
applies here. Not so long ago an acquaintance of mine 
was told by a well known brain surgeon that he had a 
brain tumor. Suicide followed. The autopsy on the brain 
was negative. On the advice of two leading oculists a 
few years ago, I operated a woman with progressive uni- 
lateral blindness and sinusitis. No improvement followed. 
One year later the patient died suddenly and the autopsy 
revealed an aneurism of the circle of Willis. Last year I 
operated eleven patients for blindness. Ten of them 
promptly recovered normal or nearly normal vision. One, 
an advanced case of intraocular degeneration, improved a 
little. Nine months later one of the recovered cases, whose 
vision in one eye had been down to a perception of light 


for a long period, and in the other eye 20/200 for a few 
months, relapsed to some extent. The neurologist now 
states that she has multiple sclerosis. We are wondering 
why her vision became normal for nine months, and this 
brings up the question “Does sinus toxemia bear any 
etiological relationship to multiple sclerosis?” 


The lack of uniformity in the results in our attempted 
elimination of focal infection has brought about much 
controversy. The criticism from the onlooker is that if 
our premises are sound the results should always agree. 
This confusion is due to several causes. First. Lack of | 
anatomical uniformity in the sinus fields. Second. The 
extreme difficulties to be overcome in surgery on the sin- 
uses even in the most experienced hands. Third. The 
unwillingness on the part of some to accept the tenets 
of the radical faith. All surgical procedures have had 
to run the gauntlet of conservatism (for example mas- 
toidectomy, tonsillectomy, the various operations for can- 
cer) before they reached the safe harbor of radicalism. 
My conviction is, if surgical interference in nasal sinus 
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disease is elected, it should be radical and that every cell 
left behind is a potential cause of trouble. This same 
foolish controversy raged for years on mastoid and on 
tonsillar surgery. Even in the surgery of cancer there are 
conservatives, paradoxical as it may seem. As though one 
could be too radical in cancer! 


When we widen our field of research along the malign 
trail of sinus and tonsillar infections, we enter the domain 
of medicine and surgery. Here is a vast subject for out- 
reaching my time allotment. I can but point a clinical 
finger here and there. The gastrointestinal tract from 
end to end may feel the effects of a long continued sinus 
and tonsil infection, both directly from the infected ma- 
terial swallowed and indirectly through the blood stream. 
It would seem that the former opens the way for the latter 
by reducing local tissue resistance. We may have as a 
consequence chronic gastritis, gastric and duodenal ulcer, 
cholecystitis, cholangeitis, pancreatitis, infected Peyer’s 
patches, appendicitis, cecal spasm, colitis and _ proc- 
titis. In my experience there are many instances of en- 
tire cessation of abdominal symptoms after the elimination 
of upper air passage infections. 


In recent years the lung specialists are recognizing the 
intimate connection between lung conditions and sinus 
diseases with a resultant reclassification of lung pathology 
on a causative basis. In so-called chronic tuberculosis, 
with negative sputum, chronic fibroid phthisis, chronic 
bronchitis, dilated bronchi, bronchiectasis, chronic pneu- 
monitis, etc. the basic cause is often traced to a chronic 
sinusitis, perhaps existent since childhood which may be 
entirely overlooked for many years by both patient and 
doctor. We have often seen a chronic antrum produce 
the clinical picture of a rapidly advancing T.B. Cough, 
emaciation, night sweats, rise of temperature, debility, 
etc. were all present. If there is added to these vomiting 
we should be led to suspect a chronic antrum disease. 


A few years ago such a case was brought to me from the 
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West where he had been in a sanatorium for tuberculosis. 
The emaciation was extreme, the vomiting incessant and 
the cough prevented practically all sleep. From the mo- 
ment both antra were drained all symptoms ceased. 
Miraculous seem some of these cures when the causative 
factor in the paranasal sinuses is eliminated. Even the 
advanced bronchiectatic patients may get a small but 
grateful degree of relief. 


Selected types of asthma yield to intranasal surgery. 
I have seen several asthmatic patients, bed fast with pro- 
found toxemia, chronic temperature, tachycardia, severe 
spasmodic cough, emaciation, anemia and every evidence 
that a lethal termination was not far off, vield to radical 
external exenteration of diseased sinuses. These patients 
have usually undergone many intranasal efforts at relief. 
In one, twelve such attempts had been made without avail 
since all had failed to reach the frontals and. extensive 
superorbital ethmoids, which were packed with patho- 
logical infected tissue. Here I would express a warning. 
Since asthma is in the little known domain of anaphylaxis, 
our expressions of prognostic acumen should be curbed 
and we should consider well the factors in each patient 
before subjecting him, through too enthusiastic surgery, 
to what may prove to be fruitless misery. 


Incipient cardiovascular degeneration has, in my ex- 
perience, yielded to the elimination of sinus and tonsillar 
diseases, especially in the young. In the old or advanced 
cases little can be expected. , 


Chronic laryngitis and some of the benign laryngeal 
neoplasms are rarely primary in the larynx but appear 
us expressions of infection either from above or below. 
And since chronic laryngitis and other benign pathological 
conditions in the larynx are frequently the precursors 
of cancer of the larynx, it may be assumed that upper air 
passage diseases may be indirectly causative of this most 
dreaded of all throat maladies. It has always struck 
me as interesting that cancer of the larynx is so often as- 
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sociated with foul mouth conditions, infected, decayed 
and pyorrheal teeth. 


Deafness in children is so often associated with infec- 
tion in the sinuses and particularly in the antra that in 
all cases this possibility should be eliminated. My records 
show numerous cures of deafness in the young from antral 
drainage. In one instance the deafness cleared up en- 
tirely after antral drainage only to reappear when the 
antral openings closed. After repeated efforts to main- 
tain these openings and, though always loath to do any 
extensive surgery on the sinuses of children, I was obliged 
to open both antra radically to save the hearing. 


Perhaps I have been too prolix on the subject of nasal 
sinus disease, but my excuse is a belief that the sinuses 
are less in the medical mind as a cause of general infection 
than their accomplice in crime, the tonsil. 


The réle of diseased tonsils as a cause of systemic dis- 
ease is too well known to you to justify a lengthy dis- 
cussion of the subject. It is no longer controversial that 
a very small tonsillar remain (sometimes so small as to 
be visible only during an acute flare-up) may be more 
lethal than the entire gland. The lymphoid tissue, ex- 
tending downward from the inferior tonsillar pole on the 
lateral pharyngeal wall, is too often not removed due 
to difficulty of access, to danger of hemorrhage or to a 
belief, on the surgeon’s part, that it is innocuous. Any 
tonsillar remain usually becomes buried in the healing 
process. If a septic explosion occurs in this displaced 
fragment the neck may be invaded at once or the inflam- 
mation may extend down the lateral pharyngeal wall to 
the larynx, causing laryngeal edema. These tonsillar 
fragments, even when not acutely active, may give rise to a 
long chain of toxic symptoms often attributed to other 
causes. The slogan in tonsil removal should be “All or 
Nothing.” Since 1927 I have seen six deaths from acute 
tonsillar infection invading the neck, besides several 
others in the past thirty years, not to mention many nar- 
row escapes. 
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Tonsillar infection is often the cause of chronic sinus 
disease. This relationship is so intimate that little help 
for chronic sinusitis is to be expected if the offending 
tonsils are allowed to remain. I have hundreds of records 
to prove this statement, cases where the sinuses have been 
exenterated in vain until the tonsils were removed. In 
our endeavor to rid the upper air passages of infection, 
the rule should be remove the diseased tonsils first, since 
it has been noticed, when diseased tonsils are present, 
that a fulminating tonsillitis may supervene upon any, 
even the most simple, intranasal surgical procedure. 
Ignorance of this rule has caused in my earlier experi- 
ences many painful situations. Therefore, sinus opera- 
tions should never be attempted in the presence of diseased 
tonsils. I can recall two instances of malignant endo- 
carditis due to ignorance of this rule. 


Profound secondary anemias have yielded to tonsil 
removal. In my records are three cases in which prior 
to tonsillectomy repeated transfusions had failed to combat 
the recurring anemia. 


Nephritis, in its various forms and stages, may be 
entirely due to infected tonsils. I have observed cardio- 
vascular disease improve materially after tonsillectomy, 
but have never seen it cured when well established by the 
removal of any focal infection. 


Sometimes marked is the change witnessed in the func- 
tions of the abdominal viscera after tonsillectomy. Gas- 
tric and duodenal ulcers heal, gall colic attacks cease, 
cecal pain and tenderness subside and colonic stasis dis- 
appears. This may be due to a general systemic uplift 
but other considerable factors are the elimination of the 
direct infection through the swallowing of bacteria and 
the indirect action of toxins through the blood stream. 


I would like to emphasize the intimate relationship 
existing between thyroid disease and infected tonsils. 
Years ago, before we were alive to the réle of focal infec- 
tion in this regard, I observed that some of my thyroidecto- 
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mized patients failed to respond to the operation until 
their diseased tonsils were removed. Since then I have 
often noted the association of diseased tonsils and Graves’ 
disease and have witnessed in many cases marked im- 
provement after tonsillectomy. That acute tonsillitis may 
cause acute thyroiditis I have ample proof, there being 
eight such instances in my records. Two of them went on 
to suppuration and to surgical drainage. 


Intraocular inflammations and degenerations are less 
commonly due to the tonsils than to the nasal sinuses. If 
here tonsillectomy fails to give relief when a focus is sus- 
pected, the sinuses should be scrutinized since, as we stated 
above, these two robbers of health and happiness are often 
closely associated. 

Attacks of recurrent acidosis in children, at times 
alarming in their intensity, pyelitis, both in children and 
in adults, may be due to infected tonsils and, in my ex- 
perience, have frequently been cured by tonsillectomy. 


Dermatology is recognizing more and more the import- 
ance of focal infection. Just as in syphilis and in the 
exanthemata, the skin lesion is known to be only the out- 
cropping of an inward malady. So many skin lesions, 
hitherto considered local, are now suspected of having 
their inception remote from the surface. I have wit- 
nessed many cures of eczema and acne through the abla- 
tion of foci of infection in the sinuses and tonsils, notably 
in the former. One striking instance occurred in a man 
of thirty with an extensive generalized eczema existing 
since his second year. An intranasal radical operation 
on a chronic purulent pansinusitis entirely cured the 
disease. 

Obstetricians are inclining to the belief, backed by con- 
siderable clinical experience, that the toxic vomiting of 
pregnancy is in some way related, directly or indirectly, 
to toxic focal disease. One specialist in this field, whose 
experience has been unusually large, stated to me that 
since medicine and surgery had been active in the elimina- 
tion of toxic foci, eclampsia had been greatly reduced. 
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To enter into all the details of the innumerable and 
devious ways by which the focal infections under discus- 
sion reach and affect the near and remote body tissues 
would extend this paper into many volumes. I shall con- 
clude this very incomplete recital by mentioning a few 
more of the common diseases in which a close association 
with focal infections has been well established. 

(1) Acute articular rheumatism 

(2) Acute cervical infections by the lymphatic route 
or directly into the muscular planes 

(3) Septic jugular thrombosis 

(4) Laryngeal edema and infections, chronic and acute 

(5) Retropharyngeal abscess 

(6) Acute septic parotitis 

(7) Neuralgias and neuritis—notably facial, orbital 
and cervical. The pain in the back of the neck from dis- 
eased tonsils is well known. Sciatica, myalgias, nerve 
deafness. 

(8) Mental depression profound at times to the point 
of insanity and suicide. Mental depression is a charac- 
teristic feature of chronic nasal sinusitis. In the toxic 
cases it is always present in varying degree. 

(9) Recurrent toxic attacks of undetermined cause. 

(10) Partial or complete loss of immunity to bacterial 
infections, especially in the nasal and throat manifesta- 
tions. Associated with this we find undue constitutional 
reaction to the toxins of these infections. The victims 
of lost immunity are derelicts on life’s sea. In travelling 
one meets them everywhere, always seeking but rarely 
finding relief from their manifold ills. Some of them I 
have succeeded in restoring to a fair degree of resistance 
by eliminating as far as possible, through surgery, their 
foci and then keeping them in the southwest Rockies for 
from two to four years. 

(11) T. B. cervical adenitis 

(12) It is a question if Hodgkin’s disease does not 
have its inception in the tonsils. 








838 BULLETIN of the NEW YORK ACADEMY of MEDICINE 


(13) Acute bronchopneumonia from sinus infection 
and more rarely from tonsillar infections. 

(14) Hay fever. It is believed by some observers 
that sinus disease sets the stage for hay fever. I know 
the reverse of this to be true. Very few hay fever victims 
escape chronic sinus disease. 


Herpes and other skin lesions of a similar nature, point- 
ing to disturbance of the spinal root ganglia, are of toxic 
focal origin. 


I am sure that, in listening to the incomplete and 
sketchy resumé of this most interesting and vital subject, 
you have thought of many things omitted or overlooked 
and of some phases of the subject given but scanty con- 
sideration. 


Personal experience teaches me that the farther one 
follows the often devious and deceptive road of focal in- 
fection the clearer become many of one’s problems. Per- 
haps you may feel that I am endeavoring to account for 
too much in this direction and am attempting to light 
up many of the dark places by an ignis fatuus. I am well 
aware that new scientific theories, if at all plausible, like 
new religious cults, often stimulate undue enthusiasm and 
fervor in their devotees. In our desperate need of help 
in the fight against disease we should be excused if some- 
times we grasp at straws, but it must be remembered that 
it is just this grasping in the dark, combined with the will 
to secure help from somewhere, somehow, which is the 
essence of scientific advancement. 


Added research will, no doubt, show us that focal in- 
fection is not in itself a complete entity but only the 
forefront of a vast unexplored background in which lie 
concealed and undeciphered the intricate problems of im- 
munity and biologic chemistry. It is in this hinterland 
that we must search for the true primary cause of dis- 
ease. In other words, the infections we now see and ex- 
perience are but the seeds; the background of which we 
know little or nothing is the soil. 
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For centuries prior to Pasteur the science of medicine 
was a compassless ship, captained, it is true, by many a 
good, intrepid and ingenious mariner. The great genius 
of Pasteur has given it direction. Now we have many 
charts to further our explorations into new worlds. Among 
these, and not the least of them, is the domain of focal 
infection. 


Tuomson, E. S.—Conprrions or THE Optic Nerve Cavusep sy D1sEasE oF 
THE SINUSES 


The author is of the opinion that most cases of optic nerve lesions 
are caused by disease of the accessory nasal sinuses. He does not think 
that multiple sclerosis is as important as an etiological factor, because in 
many of these cases sinus involvement cannot always be excluded. 


The three types of optic nerve disease described as secondary to sinus- 
itis are: (1) optic retrobulbar neuritis, presenting inflammation of the 
nerve portion nearest to the sphenoid and posterior ethmoid cells; (2) 
plastic neuritis, associated with hemorrhages, extensive chorioretinitis 
with retinal edema, vascular engorgement, visual depression, and enlarge- 
ment of the blind spot. These two types tend to be unilateral and thus 
suggest local infection. They require early sinus operation if atrophy of 
the optic nerve is to be prevented. Operation is most effective during the 
hyperplastic stage of sinus osteitis. The author describes fully the opera- 
tive technique employed by MacKenty and by Faulkner and agrees with 
both surgeons that a thorough and complete operation secures the best 
results, and eliminates future severe reactions from residual diseased 
tissues; (3) sudden functional depression without apparent changes in the 
optic nerve, but usually associated with an enlarged blind spot, a central 
color scotoma and later contracted visual fields. This affection may or may 
not be double sided. Frequently the roentgen plates show no sinus involve- 
ment and the tissues at operation are found apparently normal. Yet in 
many of these cases vision rapidly returns to normal after a radical 
operation and histologically the posterior ethmoid and sphenoid wslis 
present bone changes. 


The diagnosis of optic neuritis is helped by exclusion through general 
tests, the presence of associated retinitis or of other suggestive nasal 
conditions, the character of persistent nasal bacteria. 


Postoperatively the optic nerve begins to improve within 48 hours. In 
functional cases without nerve lesions vision often improves in a few 
days. In retrobulbar neuritis improvement is slower, in one case vision 
returning ten days after complete exenteration of the ethmoids and 
sphenoid. In plastic neuritis the time required is still longer, e.g., the 
condition of no perception of light in a man, aged 25 years, cleared up 
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to 20/30 vision two months after sinus operation. Obviously, however, 
complete recovery depends on the stage when operation is performed. A 
temporizing course is inadmissible in retrobulbar and in plastic neuritis, 
although a certain number of cases of the former type partially recover 
without operation. In some functional cases, or in certain cases of iritis or 
choroiditis, intranasal treatment or suction can be employed instead of 
surgery, yet better results are even here obtained from sinus exenteration. 
The author states that an operation on the sinuses has often given surpris- 
ingly good results in visual acuity in late cases of functional nerve dis- 
turbance if there was evidence of plastic inflammation, 


From a review of the foreign literature since 1926 the author concludes 
that most physicians recognize latent sinusitis as a cause of optic neuritis. 
They consequently advocate operation on the sinuses, which they regard as 
injurious without skilled technique. 


In the author’s own opinion optic nerve disease is a rare yet a very 
serious complication of sinus disease and requires prompt, complete and 
thorough operation on the sinuses. (Arch. Otolaryng. 10: 248-61. 1929.) 


Brinton, A. G.—Tue Freevent Association or Diseases or THE Eve 
Wrrn Parno.iocicat Conpirions or THE Tonsiis 


AND SINUSES 


The author states that the various types of headaches in asthenopia 
are frequently due to pharyngeal and sinus conditions. He attributes 
follicular conjunctivitis and so-called spring catarrh to irritations and 
inflammation of the naso-buccal-pharyngeal mucosa, and in some instances 
to adenitis. In other cases rhinitis and sinusitis are responsible for re- 
current conjunctivitis, or for spring catarrh. The latter affection may 
also develop after an insufficiently treated or inadequately removed tonsil. 
The author observed the following eye lesions secondary to tonsillitis and 
sinusitis; non-ulcerative guttate keratitis; scleritis and episcleritis; pro- 
gressive myopia in children; and states that tonsil and sinus treatment has 
generally ameliorated these conditions. He reports conical cornea result- 
ing in progressive myopia as due to adenitis. As sequele to septic 
tonsillar conditions he reports double cataract in a man, aged 50 years; 
chronic choroiditis associated with hyalitis and retinal detachment in a 
boy, fourteen years of age, which distinctly improved after tonsillectomy ; 
recurrent hemorrhagic retinitis in a man, aged 22, where tonsillectomy 
stopped the ocular hemorrhages. Pharyngitis and septic tonsils were re- 
sponsible for a case of bilateral optic neuritis with sudden failure of vision 
in a girl aged twenty, who responded with marked visual improvement to 
tonsillectomy and autogenous vaccine treatment. The author recommends 
examination of tonsils and sinuses in pathologic conditions of the eye. 
(J. Med. Assoc. So. Africa 3: 575-76. Oct. 26, 1929.) 





UPPER RESPIRATORY FOCAL INFECTIONS 


Exuzerr, E. C.—Tue Revative IMportance or Disease or THE NASAL 
Srxvuses as A Cause or Disease or THE Optic Nerves 
The paper is divided in two parts, of which the latter is irrelevant 
to the present inquiry and therefore not considered in this abstract. 


In the first part the author briefly reports a case of pansinusitis pro- 
ducing bilateral choked disks with entire blindness in one and partial vision 
in the other eye. At operation all sinuses were found filled with pus. Post- 
operatively the young woman ultimately recovered bilateral vision of 20/20 
after correction with a 2 diopter lens. 


The second patient, a man aged 39 years, presented left optic neuritis 
associated with a relative large and absolute central small scotoma. Gen- 
eral physical examination and clinical tests were negative. The roentgen 
film showed increased density of the ethmoids and sphenoid sinus. Opera- 
tion on the nasal sinuses revealed no gross nasal pathologic changes nor 
any pus. About 14 months postoperatively the visual field returned to 


normal. 


From a review of the literature the author agrees with Leon White 
that about 85 per cent of the cases of optic neuritis are due to conditions 
of the teeth and tonsils, and only 15 per cent depend on lesions involving 
nasal sinuses. (Arch. Otolaryng. 10: 49-60. 1929.) 


Hu, E.—Tue Paranasat Srnvses tN RELATION TO Disease or THE Optic 
NERVE 


The author reports six cases, three in women with ages ranging from 
28 to 55 years, and three in men with an age range of 17 to 25 years. The 
youngest woman exhibited macular choroidoretinitis associated with retro- 
bulbar neuritis in the other eye. A tonsillectomy had been done, but the 
ocular conditions only cleared up after drainage of the purulent left 
frontal, ethmoid and sphenoid sinuses. Vision improved to 5/5 in six 
weeks. The second woman had mild optic neuritis with contracted fields 
of vision due to purulent sphenoids and ethmoids. Drainage of the sinuses, 
followed later by an external operation for right frontal sinusitis, resulted 
in normal fields of vision after one year. In the oldest woman a sudden 
blurring of the right vision and an absolute right scotoma occurred and 
was traced to tonsillar infection and purulent bilateral antra and ethmoids. 
Operation upon the sinuses caused ocular improvement and after three 
months restored vision to 5/6. The sudden attack of left optic neuritis 
with dilation of the superior temporal vein in the 17 year old boy was 
ascribed to pathologic tonsillar stumps. After removal the optic condition 
became worse and improved only after irrigating the sphenoid sinus, con- 
taining some shreds of mucus. One year later vision was restored to 5/4 
Of the other men one gave a past history of mild ethmoiditis, all tests were 
negative, tonsils and teeth had previously been removed, so that the sudden 
reduction of vision with variable refraction was clinically unexplained. 
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An x-ray plate showed a clouded left antrum and bilateral pathologic 
sphenoids. Active spheno-ethmoiditis developed and was treated by sinus 
lavage. Since then vision improved to 5/10. In the other man sudden left 
blindness, associated with an absolute central and a relative scotoma, was 
due to infected tonsils and left antrum as well as double spheno-ethmoiditis 
One month after tonsillectomy and drainage of the sinuses the visual fields 
were found normal and visual acuity was 20/20. Ten months later a 
sudder attack of total blindness recurred in the right eve with an abso- 
lute central scotoma, caused by recurrent antral and ethmoidal infection. 
Ten days after drainage of the sinuses the scotoma was only relative and 
vision had improved to counting figures at six inches. This patient was 
then lost sight of. 


In commenting upon this series the author urges the importance of 
examining the sinuses in cases of unexplained impaired vision with normal 
eye grounds. He states that optic nerve disturbances are apparently 
caused by hyperplasia of the membranous sinus lining. 


In the absence of infection mere ventilation of the sinuses has had an 
unsettled effect. The frequency of the sinus origin of optic neuropathy is 
placed by Loeb as 15 per cent, by Woods and Dunn as 12.7 per cent and by 
Cheval and Coppez as from 34 to 40 per cent. (WN. Y. State J. Med. 
29: 135-38. 1929.) 


Maccatitan, A. F.—Toxrc Ansorption Dve to Focat Septic Lzsrons: 
Irs Errect on THE Propuction or Eve Diseases 


Products from focal sepsis may infect the eye by (1) direct extension, 
(2) lymphatic absorption, (3) deglutition with subsequent gastro-intestinal 
absorption. The (1) method occurs usually from infective tonsils or from 
sinusitis, the (2) generally from chronic tonsillitis, the (3) from any 
tonsillar or pharyngeal inflammation. Eye diseases in children associated 
with enlarged septic tonsils are blepharitis, phlyctenular conjunctivitis, 
iritis, cyclitis, coronary cataract, progressive myopia. The author advises 
early enucleation with appropriate postoperative local ocular treatment. 

The rest of the article is irrelevant to the present inquiry. (Brit. 
M. J. 2: 948-47. Nov. 1929.) 


Tueen, C. F.—Erumomitis 1x Inrants anp Younc CHILDREN WITH 
AccomPpanytnG Eye anp Orprrat Complications 


The author reports thirty-one cases: fifteen of ethmoiditis and sixteen 
of ethmoiditis and maxillary sinusitis. The condition was largely diagnosed 
by x-ray plates. The ages ranged from six months to nine years. Of the 
six youngest patients with ethmoiditis three presented orbital abscess 
with exophthalmos, and three presented bulbar chemosis with localized 
inflammation of orbit and eyelids. Twenty-five patients had enlarged ton- 
sils and adenoids which were removed, but this operation showed no posi- 
tive modifying effect on the existing sinus condition. Combined ton- 
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sillectomy, adenectomy and antral lavage induced great improvement in 
two cases of secondary multiple arthritis. The author names influenza, 
simple colds and hay fever as etiological factors and states that sinus 
infection was due in five cases to scarlet fever, in two to measles, in three 
to diphtheria, in one to bronchopneumonia, in five to foreign bodies in the 
nose. Prognosis is generally favorable and most cases yield to conservative 
treatment. Radical surgery is usually contraindicated except in cases com- 
plicated by orbital abscess or other severe systemic conditions. (Trans. 
Am. Laryng. Soc. 50: 163-82. 1928.) 


Brown, J. Mackenzie—Srnusitis 1n CHILDREN 

The author discusses the anatomical condition of the sinuses. The 
sphenoid sinuses become clinically significant about the age of three or 
four years; the frontal sinuses rarely before the age of eight years. Ac- 
cording to Mitchell ethmoid involvement was present in 145 cases of 
sinusitis, 84 of which also involved the antra, and two of the sphenoids 
and frontals each. The author fully describes suppurative and hyper- 
plastic types of sinusitis, but reports no case histories. 


Among common local sequele he mentions chronic and acute otitis 
media, headache and facial pain from irritation of Meckel’s ganglion; 
conjunctivitis, keratitis, orbital cellulitis; adenitis and laryngitis. Systemic 
complications of sinusitis are chronic bronchitis, bronchiectasis, asthma, 
gastro-intestinal disturbances usually of the cholera infantum type; also 
secondary complications of nephritis; pyelitis; arthritis, chorea, anemia; 
and cardiac lesions. The author believes in conservative medical treatment 
combined with the removal of the tonsils and adenoids. He agrees to 
radical surgery on the sinuses of children, however, only when complica- 
tions demand immediate relief. (Ann. Oto. Rhino. Laryngol. 38: 500-05. 
June 1929.) 


Fin Kketstern, H.—Avrat ann Nasat SupruraTION IN 
ImporTaANT Sources oF OrGANIC AND GENERAL DISEASES 


Before the age of three years the ethmoids and antra are usually 
involved, preceded generally in nurslings by rhinitis, influenza or non- 
specific inflammation of the oral mucosa. After the age of three years the 
other sinuses are likewise involved and preceded in school children usually 
by measles, diphtheria, scarlet fever. 


In nurslings the ethmoiditis may cause unilateral benign edema of the 
upper eyelid, more rarely orbital phlegmons or meningitis. Occult otitis 
media in nurslings is interpreted as a general systemic disease exhibiting 
fever, diarrhea, loss of weight, and can be cured by antrotomy or para- 
centesis with or without a simultaneous change in dietary regimen. 


In chronic paranasal sinusitis systemic infections are frequent: 
bronchiectasis, colic, arthritis, endocarditis, hemorrhagic nephritis, gen- 
uine lipoid nephrosis, cough. The prognosis is usually good in conservative 
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treatment of accessory sinus disease. Tonsils and adenoids should be 
removed followed by sinus drainage, climatic and dietary therapy, and head 
light baths. 

The author states, however, that results are only fair and recurrence is 
frequent. (Jahresk. f. drztl. Fortb. 19: 1-14. 1928.) 


Harkness, F. G.—Kiwney Inrections 1s CumpHoop rrom Ear, Nose anp 
TuHroat VIEWPOINT 

From a survey of the literature the author concludes that the acute 
nephritides of childhood are either glomerular or tubular in type. The 
former is intimately associated with acute or latent streptococcal infection 
usually of the upper respiratory tracts including the ear. The latter is 
rare, and is often associated with disease of the accessory nasal sinuses. 
On various renal conditions the author comments as follows: In pyelitis 
the primary irritant results from bacillary infections of the upper respira- 
tory tracts, especially the faucial tonsils. Surgical removal of the tonsils 
often improves the renal condition whereupon nature eliminates the sec- 
ondary invader, the colon bacillus. 

In pyelo-nephritis, glomerular and parenchymatons nephritis, diseased 


tonsils should be removed, particularly if convalescence is slow, even if 
other foci of infection have been eliminated. Postoperative relief is 


proportionate to the chronicity of the primary infectious process. Renal 
inflammations and toxemias are often referable to sinusitis. Headache 
is not a symptom of sinus disease in children below the age of eight years. 
In chronic nasal sinus diseases the appearance of the pharyngeal wall is 
particularly significant. Clinically the removal of these foci of infection is 
expedient for they are the chief cause of disturbed metabolic conditions 
producing kidney lesions. 


The author describes various surgical methods. He states that radical 
surgery of the antra is rarely indicated, and is very exceptional of the 
ethmoid region, while in surgery the first essential is conservatism. 
(J. Iowa State Med. Soc. 19: 444-49. Oct. 1929.) 


Wartson-Witiiams, E.—Variations IN THE INCIDENCE OF PNEUMOCOCCAL 
INFECTION IN THE Nasat Accessory Srnvuses or CHILDREN 


The author reports a series of 3,011 explorations of the antral, sphenoid 
and ethmoid sinuses made from January, 1920 to April, 1929 in 1,054 
patients of whom 242 were children between the ages of one and fourteen 
years. A high incidence of pneumococcal infection was found. Of 88 
patients two children and five adults have had proved pneumococcal or 
lobar pneumonia and two further cases each of pneumococcal meningitis 
and pneumococcal mastoid disease were also reported. Comparison with 
the mortality rate for lobar pneumonia shows that the rise and fall of 
pneumococcal sinus infection precedes that of pneumonia. It may possibly 
in future form a reliable forecast of the trend of mortality from lobar 
pneumonia, (Brit. M. J. 1: 720-21. April 1929.) 
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Bonvy, L. B.—Tue Reration or Nasat Srxvus Disease to BroncHIar 
ASsTH MA 


The author discusses the literature on the etiology of allergic asthma 
and the significance of acute nasal infections as etiological factors. He 
describes the nervous mechanism of bronchial asthma. Intrinsic bronchial 
asthma is entirely related to sinusitis and dates either from an acute 
respiratory infection, a previous cold, or irritation due to chronic ethmoi- 
ditis. Diagnosis should rest on exhaustive case history; complete physical 
examination excluding cardiac and renal dyspnea, mediastinal tumor and 
aneurysm; roentgen studies of sinus, nasal and pharyngeal conditions; 
blood calcium estimates; cutaneous tests with proteins and pollens. Treat- 
ment methods are: thorough desensitization and application of an auto- 
genous vaccine from sputum and nasal mucous membrane; a diet rich in 
lime to correct calcium deficiency; quartz lamp therapy; removal of 
pathological conditions in the nasal sinuses; surgery in definite ethmeid 
hyperplasia. In children diet is one of the chief points in treatment. The 
author reports three cases of bronchial asthma in men aged 57 and 38 
respectively and in a woman aged 45. Permanent and immediate relief 
from the asthma resulted in the men from tonsillectomy and radical sinus 
operation, and in the woman from bilateral radical operation of the 
ethmoids. (Med. Sentinel 37: 569-78. Oct. 1929.) 


Quinn, L. H. ann Meyer, O. O.—Tue Retationsuie or SINvuSITIS AND 
BroncHIECTASIS 


The author first studied 38 patients with bronchiectasis, 22 or 57.9 
per cent of whom had definite associated sinusitis. The sex ratio of the 
group was 12 women to 10 men. The age range was from 9 to 66 years of 
age. Preceding symptoms or illnesses were reported by 7 or 31.8 per cent 
as pheumonia associated with or without influenza and empyema; by 5 or 
22.7 per cent as influenza. Bronchiectasis was bilateral in 17 cases; in 
three cases the right and in two the left bronchus only was involved. Six 
patients had mild, ten had moderate and six had advanced bronchiectasis, 
which was confirmed in seventeen patients by roentgen examination follow- 
ing insufflation of iodized oil. Seven patients had pansinusitis and in 
twenty others the maxillary sinus alone or in conjunction with other 
sinuses was involved. Previous tonsillectomy had been done in fifteen 
cases, but tags persisted in one-third. From the analytical table I (p. 155) 
of the series no direct relationship can be determined between the degree 
of sinusitis and bronchiectasis, nor any greater involvement of the right 
lung as stated by Adams. 


Next, the auther studied the sixteen cases of this above group who 
presented no evidence of sinusitis. The sex ratio was ten men and six 
women. The ages ranged from eight to fifty-one years. The preceding 
illnesses were stated as pneumonia, influenza and colds. Bronchiectasis 
was bilateral in nine cases, in four the left, and in three others the right 
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lung was involved alone. Three patients had early, six had moderate and 
seven far advanced bronchiectasis. The diagnosis was proved in eleven 
insufflations of iodized oil; fifteen patients still had their tonsils at the 
time of admission, all of which were reported as septic (cf. table 2, p. 157). 


Of the third series of twelve cases of chronic bronchitis with or without 
manifest bronchiectasis only four showed associated sinusitis; five had 
diseased tonsils associated with sinusitis; one had rhinitis; one had chronic 
otitis media, and one had no definite possible focus of infection. 


The authors conclude that aspiration is probably the chief etiologic 
factor in bronchiectasis secondary to -sinusitis. (Arch. Otolaryng. 10: 
152-65. Aug. 1929.) 


Brinpet—Necrosinc Osterris iN GrippaL SrINusItis 
(Ostéite Nécrosante dans les Sinusites Grippales). 


The author reports grippal sinusitis in girls, aged 11 and 14 years 
respectively, which was followed in the younger child by a fronto-ethmoidal 
abscess and right maxillary sinusitis with necrosis of the frontal bone; 
and in the older child by bilateral orbital edema, and abscess of the left 
frontal bone with necrosis. The younger girl recovered three weeks after 
symptomatic medical treatment, incision and drainage of the abscess and 
lavage of the maxillary sinus. Medical treatment and drainage of the 
abscess had to be supplemented in the older girl by a Caldwell-Luc opera- 
tion on the maxillary sinus and an Ogston-Luc operation on the frontal 
sinus, with complete recovery two months later. (J. de méd. de Bordeaux 


59: 671-73. Aug. 1929.) 


Kistner, F. B.—Curonic Non-Purvutent Sinusitis anp rts CLrinicaL 
SIGNIFICANCE 


The author reports systemic infection secondary to chronic nonpurulent 
sinusitis as follows: : 


1. Subacute polyarthritis lasting nine months in a man forty-three 
years old, in whom sinus infection was suspected lacking evidence of other 
sources. At exploration of the antra the right antrum exhibited two small 
glandular cysts in the alveolar recess and slightly thickened membranous 
lining; the left antrum was moderately thickened throughout. Cultures 
from the infected areas showed streptococci specific for the joints of 
rabbits. Three days after operation the hitherto crippled patient could 
move about comfortably. At the time of the report his gait was again 
normal after orthopedic correction of secondary structural changes in 
feet and ankles. 


2. Chorea minor lasting from eighteen months to three years in five 
cases ranging in age from nine to thirteen years. Tonsils and adenoids 
had been previously removed elsewhere without more than temporary 
relief. All cases presented multiple chronic sinus infection, the antra being 
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purulent in two, nonpurulent in two, and unilaterally purulent associated 
with nonpurulent ethmoid and sphenoid on one side in one case. Antral 
exenteration caused immediate and definite improvement in all but the 
last case, who required operation of the ethmoids and sphenoids to make a 
complete recovery. 

3. A case of secondary anemia with cholecystitis due to chronic non- 
purulent sinusitis. No further details are given beyond the statement that 
the blood picture rapidly returned to normal after double radical antrum 
operation. 

4. A case of tachycardia, dyspnea and fatigue of unknown origin, 
where physical examination revealed mild diabetes, chronic cholecystitis, 
chronic nonpurulent sinusitis and tachycardia. Cardiovascular findings 
proved normal. All subjective symptoms were entirely relieved following 
sinus operation. 

5. A case of infectious atheromatous cardiovascular disease with 
cardiac failure and antral disease. Removal of septic tonsils brought no 
relief. After radical antrum operation prompt cardiac recompensation was 
obtained, and patient was able to resume business and moderate outdoor 
athletics. 


6. Facial tic in three boys, aged 14, 11 and 14 years respectively. 
The first boy was under observation for eight years during which period 
suppurating sinusitis changed into latent, chronic nonpurulent sinusitis 
presenting only moderate thickening of the sinus wall. The boy recovered 
about one year after bilateral radical antrum operation. The sinus history 
of the younger boy was negative as was antral lavage and cytologic ex- 
amination, but the radiograph revealed antral involvement. Bilateral 
antrum operation revealed moderate edema and three glandular cysts in 
the lining of the right antrum and definite hyperplasia of the left antrum. 
Postoperative improvement was striking. Several relapses occurred dur- 
ing the first three months of school, but to date the boy is almost normal. 
The third boy had infected tonsils, purulent antra and suspected ethmoidal 
infection. Removal of tonsils and adenoids brought no improvement. He 
definitely recovered only after radical operation of the antra and exentera- 
tion of sphenoids and ethmoids which were found hyperplastic throughout. 

The author describes histologic changes and compares the bacterial flora 
in various stages of different types of sinus infection. In his opinion 
purulency depends on the type of infecting organism, and nonpurulency is 
generally a latent or chronic phase of sinus infection. He believes in the 
radical removal of all infected tissues. (Ann. Oto. Rhino. Laryngol. 38: 
795-804. Sept. 1929.) 


Porrencer, F. M.—Acvute Articutak RHEUMATISM AN ALLERGIC 
MANIFESTATION 

In primary streptococcal infection of the tonsils the bacilli may escape 

into the bloodstream and sensitize the body cells. Since streptococci have 

a predilection to heart valves and joint structures, they start allergic re- 
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actions in these organs. In the former the inflammatory reactions tend to 
proliferation rather than exudation. In the joint the reaction is chiefly 
exudative which may later become proliferative or may disappear upon 
absorption of the exudate. In either case the course of the infection 
depends upon its severity and upon the prolongation of the allergic reaction. 
Since there is a relationship between tonsillitis and joint infection, tonsil- 
lectomy should relieve the articular conditions by eliminating the source of 
reinoculations. In an acute attack of articular rheumatism the operation 
should be carefully considered lest surgical trauma cause renewed infection. 
(Cal. & West. Med. 32: 125. Feb. 1930.) 


Batitencer, H. C.—Mentnertis (Staphylococcus aureus) Seconpary ‘ro 
Sinusitis wirH Operation AND Recovery 

A review of the records of the Children’s Memorial Hospital showed 
24 cases of septic meningitis—13 due to streptococcal and 10 to pneumo- 
coceal infection—from 1919 to August, 1929. Of these 23 died in from 
one to fifteen days, one patient was removed from the hospital in a dying 
condition. To these cases the author adds that of a six year old boy, 
whose past history showed one month before admittance diarrhea, vomit- 
ing and sinusitis, and two days before a purulent nasal discharge, a frontal 
headache, with fever, convulsions, swelling of the forehead and left eyelid. 
The spinal fluid gave a 24 Pandy test and in cultures showed Staphylo- 
coccus aureus. Patient was given 10 ¢.c. of antimeningococcus serum. 
On the next lay the left frontal sinus was opened, its inner table removed 
with the septal wall of the frontal sinus. Both sinuses and the dura were 
drained of thick yellow pus, which on culture revealed Staphylococcus 
aureus. The same organism was found in the culture from the sinuses, 
dura, nose, spinal fluid and blood at different times. Postoperatively the 
patient developed pneumonia of the left lower lobe involving later the 
right axillary region. About two weeks postoperatively an abscess each 
occurred over the occipital and parietofrontal regions, and a few days 
later a third abscess developed over the left parietal region. The author 
believes these were probably caused by osteomyelitic processes. They 
were incised and drained. The first negative blood culture was obtained 
19 days postoperatively. On the 21st day patient suddenly developed com- 
plete paralysis of the pupil and muscles of the right eye, which continued 
to November Ist, with slight improvement. ‘The patient has recovered but 
for a slight discharge from one of the abscesses on the scalp. (rch. 
Otol. 11: 385-88. March 1930.) 

Lawson, L. J.—Tue Rowe or Nasat Accessory Sinus MemMBraNeE IN 
Systemic Inrecrions anv ‘ToxeMIAs 

Lawson believes that the sinuses account for a considerable amount 
of systemic infection but that they occupy a secondary place to diseases 
of the pharynx and teeth. 


The following bears on the present subject: “The lower respiratory 
and gastrointestinal tracts may be affected by direct distribution along 
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the membrane, by blood and lymph circulation or by inhalation of septic 
particles.” The swallowing of great numbers of organisms may eventually 
render the gastrointestinal mucous membrane more susceptible to blood 
stream invasion. 

Chronic toxemia may result from prolonged infection due to minute 
doses of virulent toxin. The symptoms are sallow skin, anemia, weakness, 
prostration, loss of appetite, lowered mental and physical efficiency. It is 
the author’s opinion that endocardial lesions are rare in chronic sinus 
disease but that there are more myocardial involvements than are commonly 
admitted in the literature. (4m. Oto. Rhino. Laryng. 39: 159. March 1930.) 


Rossier, P. H. & Gueorspernc, E. F.—Latrent Maxiiztary SInvsitis: 
Its Importance for Internal Medicine 


The study comprises 839 patients from the medical ward of the clinic 
of the University of Lausanne in whom routine rhinolegical examination 
disclosed latent maxillary sinusitis. The series included 512 men and 327 
women. The age range is not stated. Latent maxillary sinusitis was pre- 
sented by 5.47 per cent of the men and 4.89 of the women, or by 5.24 per 
cent of all patients. It was clinically demonstrable in 18 per cent of 
patients with non-tuberculous bronchial diseases, such as acute and chronic 
bronchitis, asthma, but in only 0.8 per cent of tuberculous respiratory 
diseases. It was associated with 6.6 per cent of all nervous diseases and 
with 6 per cent of all digestive disturbances. On the other hand, it was 
rare in patients presenting vascular and circulatory diseases as well as 
urogenital lesions, being found in only one patient who had chronic 
cystitis. 

The authors believe that latent maxillary sinusitis is far more frequent 
than commonly assumed, and they suggest rhinological examination of 
clinical patients, particularly those having respiratory diseases. If maxil- 
lary sinusitis is established then prognosis and treatment in these cases 
must be modified accordingly. They point out that contrary to tonsillar 
infections, sinus infections less frequently produce renal involvement. 
(Schweiz. Med. Wchschr 10: 1081-83. 1929.) 


Lanois, J. E.—Herres Zoster OpHtTHaLmMicus APPARENTLY DvE To CHRONIC 
Frontat Sinusitis 


An Italian laborer, aged sixty years, had developed a typical herpetic 
eruption over the entire frontal area and around the right eye. Pharynx, 
tonsils and nasal passages were congested; the right nose contained several 
polyps and pus was found in the middle nasal passage. Ocular findings 
showed edema of the lid and slight overfilling of the retinal veins. From 
the roentgen standpoint there was no evidence of sinus disease. The con- 
dition was diagnosed as chronic right frontal sinusitis with right chronic 
ethmoiditis and polyposis associated with the right frontal herpes zoster. 

A radical frontal operation was performed by the Lothrop method. 
(Penn. Med. J. 32: 765-66. Aug. 1929.) 
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Carmopy, T. E. ann Greene, L. W.—Tue Reration or Sinus Disease to 
Hay Fever 


The authors hold the theory that hay fever cannot be produced without 
previous sinus infection or pathologic membranes responding to various 
irritants. They report a series of 103 cases, in some of whom hay fever 
had recurred annually from one to twenty years. An X-ray check-up of 
cases giving positive skin tests showed varying degrees of membranous 
involvement. The treatment consisted of simple ichthyol and glycerin 
tampons, to which seventy-seven cases responded. Nineteen cases were 
cured by simply uni- or bilateral puncture of the maxillary sinus, and five 
cases by radical operation on the maxillary sinuses and exenteration of the 
ethmoids. 

The authors state that hay fever most commonly affects the maxillary 
sinuses, and next in the order of frequency the ethmoids, frontals and 
sphenoids. (Ann. Oto. Rhino. Laryngol. 38: 759-67. 1929.) 


Guaser, W. A.—Suroican anp Non-Sureicat Factan Nevraroras 


The abstract of this paper mentions only the points relevant to the 
present inquiry. 

The author describes two types of sphenopalatine neuralgia. The 
milder type usually starts with a history of coryza. The pain involves the 
root of the nose, the ocular areas, upper jaw and teeth and occasionally 
the lower. In extending backward to temple and ear, the pain was most 
severe five cm. back of the mastoid. Sometimes the extended pain in- 
volved the occiput, neck, shoulders, or even the entire arm down to the 
fingers, and was associated with an aching or stiff throat, or itching of 
the hard palate. The sympathetic symptoms which occurred even without 
pain, were sneezing fits, a thin, hot, profuse secretion, increased tearing 
and reddening of the eyes, pupillary dilatation, asthenia, photophobia and 
dry rales. The same pain syndrome was present in severe cases, where 
it was believed due to central lesions of the maxillary and vidian nerve 
secondary to sphenoidal inflammation. In these cases intrasphenoidal 
application of cocaine is indicated, according to Sluder, or in still more 
severe cases applications of formaldehyd and siiver, or injection of 
ganglion. If medication gives no relief, the sphenoid should be opened to 
free the nerve and ganglion from possible chronic inflammatory tissue. 


The author adds that any therapy frequently results only in temporary 


relief and that the whole problem of sphenopalatine neuralgia is still 
largely unsolved. (Cal. & West. Med. 32: 174-78, March, 1930.) 


Satxe, O.—ErroLocy ann THerapy or THyrorisM 
(Zur Aetiologie und Therapie des Thyreoidismus) 


The interrelation of Basedow’s disease with tonsillar and adenoid 
lesions was stated in 1891 by Hermann, who reported regression of a 
typical Basedow after adenectomy in a small girl. In 1912 Sendziak gave 
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similar results from tonsillar and adenoid operations in some cases of 
thyroidism. American medical men—King, Niord, Bixby—also reported 
cases of Basedow’s disease due to tonsillar changes. In 1912 Brown stated 
that tonsillectomy cured a number of Basedow cases. In 1926 Van Syk 
reported a case of congenital hyperthyroidism in a fourteen year old girl 
which distinctly improved after tonsillectomy and _ naso-pharyngeal 
curettage. 


The author distinguishes between Basedow’s disease and thyroidism. 
The latter is more frequently a sequel to other infections, lacks genuine 
exophthalmos and vascular noises above the thyroid, and disappears 
rapidly when the primary focus of infection has been eliminated. The 
author reports six cases of thyroidism—only one case is given in detail— 
due to intercurrent angina, five of which were cured after tonsillectomy 
and showed normal metabolism 2-3 weeks postoperatively. One case 
recovered after conservative treatment. He concludes that in thyroidism 
due to diseased tonsils the tonsillogenous toxin probably involves the 
autonomous nervous secretory regulators of the thyroid. Postanginal 
thyroidism is therefore promptly cured by tonsillectomy. (Ztschr. f. klin. 
Med. 111: 707-17. 1929.) 


Brown, Louis E. (Axron, Onro)—A Fvurtruer Srupy or tue Rerarion 
Between THyroroxicosis AND TonstLtarR INFECTION 


The author states in substance that since his first paper on this 
subject in 1920 he has had increasing proof and corroboration from many 
sources of the intimate relationship between diseased tonsils and toxic 
goiter. 


“To date there have been several articles and lectures given pro- 
pounding the same theory as that given by the author . . . Today. it is a 
known fact that this relationship does exist and that tonsils are a definite 
causal factor in many cases of toxic goiter.” 


He advocates both thyroidectomy and tonsillectomy in the advanced 
cases. He quotes Dr. Squire and Dr. Newburg of the University of 
Michigan as saying: “In those cases of Graves Disease which have come 
under observation an acute infection has led very commonly to an exacerba- 
tion of all the symptoms of thyroid disease. Accordingly the search for 
ind elimination of focal infection has become an accepted routine in the 
treatment of this condition. The improvement following the removal of 
such foci has frequently been striking.” (Laryngoscope 39: 598-607. 
Sept. 1929.) 


Hastines, Hu1.—Tonstttecromy 1x Apvuits ror RHEUMATISM WITH 
Criticat Review or Resvuits 


Hill Hastings, in a very instructive and carefully worked out report 
m selected types of rheumatism in 130 patients, gives the following 
esults: 
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Rheumatism improved 25, much improved 15, cured 40, not improved 
24, unknown results 26. 


“A general survey of these cases showed that most of these patients 
had suffered off and on for years with pain and stiffness on one or 
several joints, at times acute and temporarily crippling. A few gave a 
history of tonsil trouble. Some no history of throat trouble.” 


In seven cases tonsillitis was a forerunner of rheumatism. He believes 
that the joint symptoms are due more to sensitization of the joints than 
to actual bacterial invasion activated by the toxins from the tonsils. 


His criticism of the wholesale removal of tonsils with too little regard 
for the necessity of the operation is well taken.—“Any established infec- 
tion of the nose is a constant menace to the lower respiratory tract. 
Anemia, cough, expectoration of mucus and blood, loss of appetite, and 
even nocturnal fever and sweats may occur in chronic purulent sinusitis. 
Tuberculosis may be simulated. Low toxaemia continuing over long 
periods may have much to do with the progress of the so-called degenera- 
tive changes of later life.” 


Pavey-Smiru, A. B.—Tonsmitectromy 1x CHronic ARTHRITIS: 
A report of 200 cases carried out at the Royal Bath Hospital, Harrowgate. 


The 200 serial cases comprised 67.5 per cent females and 32.5 per cent 
males. The ages ranged from ten to sixty-four years, the average being 
thirty years. The attacks of arthritis had lasted from under one to over 
five years. In search for a tonsillar focus attention was paid to the 
history, size, color, crypt contents of the tonsils and to the associated 
lymph nodes. In a healthy tonsil these points are negative. Before select- 
ing patients for tonsillectomy purulent nasal and sinus infection and 
dental sepsis must have been dealt with. A history of recurrent tonsilli- 
tis is favorable in focal arthritis and to a lesser degree in subacute 
rheumatism. The results of tonsillectomy, reported from three months to 
six years postoperatively give a ratio of 134 good to 38 bad results. 
The result percentage for the series is 78 per cent good. Better results 
were obtained in younger patients and with shorter duration of the disease. 
Yet age and duration are no absolute bar to success. Because of good 
results in the subacute rheumatic group the author recommends tonsillec- 
tomy as a routine prophylaxis against recurrence and later endocarditis. 
In chronic focal arthritis due to tonsillar infection improvement after 
tonsillectomy may be expected in 80 per cent. (Lancet 1: 170-73. 1929.) 


Kamer, A. D.—Tue Retation or THE Tonsms to Acute RHEUMATISM 
Dvuartnc CurmpxHoop: A Study of 439 Children with Acute Rheumatism. 


Of 489 Rochester children studied, 241 had characteristic attacks of 
rheumatism, 138 had acute articular pains without redness or swelling, 
and 60 had growing or muscular rheumatism pains, The ages for the 
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series ranged from five to fifteen years; the most susceptible age period 
of onset of rheumatism being from eight to fourteen years. Before the 
age of five acute rheumatism is infrequent; 255 children developed the 
disease before and 110 after tonsillectomy; and of the non-operated group 
80 had one or more recurrences, while only 56 of the operated group had 
a recurrence after enucleation. The author concludes that recurrent 
rheumatism is 10 per cent less frequent if the tonsils are removed after 
the first rheumatic attack. 


The incidence of rheumatic carditis as a complication is apparently 
as frequent in children with as in those without tonsils. The same state- 
ment can be made for chorea as complicating acute rheumatism. The 
author believes that tonsillar infections have a definite relationship to 
this disease and he advocates the removal of the tonsils until the etiology 
of rheumatism is better known. (Am. J. Dis. Child. 37: 559-64. March, 
1929.) 


Urrenorpe, W.—Septric SEQuELAE OF ANGINA 
(Die Angina und ihre septischen Folgezustinde.) 


The author attributes the inflammatory disposition of the tonsil to 
its anatomical structure and the character of its crypts. Local pressure 
from pharyngeal muscular contractions stimulate or rather irritate the 
residual collections from acute processes of the tonsillar tissue. Recurrent 
angina may also be produced from mechanical traumatism of the tonsils, 
e.g. suction. Epidemiological factors may be significant. The author 
agrees with Schottmiiller in recognising sepsis with and without metastases. 
The septic focus is usually located back of the tonsil although the original 
infection is tonsillar. Laryngeal edema is generally unilateral; in two 
cases tracheotomy was necessary because of complete laryngeal edema. 
Bilateral peritonsillitis was presented once among four siblings. Two 
infants aged two years, presented peritonsillar abscesses. Inflammatory 
precesses of the peritonsillar tissues are frequently encapsulated, yet 
small abscesses may often be overlooked. Inflammation can be trans- 
mitted to the parotid area and the retropharyngeal space. The author 
discusses a series of 140 cases, including six of his own. The majority 
of patients were between thirty and forty years of age. He reports that 
the veins are often not involved or, if so, are infected from the lymphatics. 
Occasionally neither phlegmons nor glandular lesions occur. Chronic 
sepsis is treated in the sense of a toxic disturbance from focal infection. 
Prognosis depends largely on the differential blood picture. Surgery is 
the most effective treatment. 


Early tonsillectomy and external ventilation of the clefts make any 
vascular surgery unnecessary. In his opinion tonsillectomy is indicated 
whenever acute inflammations have not led to abscess formation and gen- 
eral and systemic symptoms persist after eight or ten days. In chronic 
cases the clinician and laryngologist should consult together with respect 
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to surgical indication. Postoperative inflammations were always mild and 
uncomplicated. (Sitz-Ber.d. Ges. z. Berforder. d. ges. Naturwiss. Marburg 
63: 167-91. 1929.) 


Urrenorpe, W.—Tonsm Inrection Caustnc Generar Sepsis 
(Weitere Beitriige zu der von den Mandeln ausgehenden Sepsis) 
The author briefly reports two cases of general sepsis after adeno- 

tomy and tonsillectomy. In both the retropharyngeal wall had been 
traumatised during the operation, causing in one patient a retropharyngeal 
abscess, nephritis and respiratory trouble, and in the other patient 
multiple metastases to lungs, pleura, endocardium and kidneys. The 
blood vessels were not involved in either case, the infection having pro- 
pagated by way of the lymphatics. Both patients recovered after splitting 
and drainage of the retropharyngeal abscess with blunt ventilation of the 
retropharyngal space. Another patient with recurrent angina developed 
painful glandular swelling at the angle of the left jaw. Enucleation of 
the left tonsil showed no free pus, but on exposure of the vascular sheath 
a suppurative gland, size of a filbert was found. After ventilation of 
the pharyngeal space and drainage of the abscess patient recovered, but 
one month later acute lymphadenitis recurred and subsided after removal 
of the enlarged lymph glands. Another patient who had apparently 
recovered from recurrent angina developed four weeks later a thoracal 
abscess involving 4 in, of the upper mediastinal space and extending 
from the left common carotid along the right subclavian artery to the 
axilla. The right tonsil was removed and a latent peritonsillar abscess 
drained. Operative findings showed the spread of the tonsillar infection 
along the cervical clefts. Postoperatively patient recovered after three 
weeks. (Deutsch Med. Wehschr. 55: 775-78. 1929.) 


Fiscuer, L.—Tonsitrectomy 1n Internat Disease 

The author reports cases from 1920-1928. Of 245 cases 110 were 
re-examined in from two to eight years. Two-thirds of the patients were 
less than twenty-five years of age. Ninety-three per cent of all were 
permanently cured. Seventy per cent of all rheumatic patients were per- 
manently cured. Acute arthritis and acute infectious rheumatism asso- 
ciated with endocarditis were benefited by tonsillectomy far more than 
muscular or acute infectious rheumatism associated with endocarditis 
lenta. Sixteen of twenty-six cases of chronic nephritis were entirely 
cured and capable of resuming work after tonsillectomy. Of eighty cases 
of acute nephritis twenty had temporary renal attacks postoperatively, 
but recovered completely ultimately. 

In the author’s opinion tonsillectomy prevents the development of 
acute into chronic nephritis, but it does not influence severe functional 
disturbance or nephrosis. Postoperative complications reported in six 
per cent of all cases consisted of pharyngeal erysipelas, acute nephritis, 
tuberculosis, hemorrhage and rheumatoid pains. (Ztschr. f. klin. Med. 111: 
688-705. 1929) 
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Hunt, W. M.—Tue Retation Berween Tonsmurtis anp ApPpENDICITIS 


The author reviews the literature on the subject from 1895 to date. 
He credits Sir James Grant of Ottawa with reporting in 1893 the first 
modern case of appendicitis associated with rheumatism, and Kelynack 
in the same year with reporting a case of tonsillitis with secondary 
appendicitis. The author’s own study is based on a series of ninety-five 
complete cases, operated on for appendicitis at the Fifth Avenue Hospital, 
New York City, during 1928. In 76 per cent the tonsils were present; 
in 24 per cent they were removed; 46 per cent presented on admission 
an acute throat and 54 per cent a negative. The type of appendicitis 
exhibited was chronic in 63 per cent; subacute in 614 per cent; acute 
in 21 per cent; acute suppuration in 514 per cent; and gangrenous in 41% 
per cent. All acute and gangrenous cases of appendicitis had their 
tonsils and the latter type of case was admitted with a sore throat. These 
cases presented the more dangerous forms of appendicitis. Cases with 
a previous tonsillectomy showed less severe involvement of the appendix. 
Among the thirty-four cases of acute and chronic tonsillitis and _peri- 
tonsillar abscess 1414 per cent showed tenderness in the right lower 
quadrant. From this analysis the author believes it possible that appendec- 
tomy may frequently predispose to tonsillectomy. Localization of the 
infection in the appendical region is probably an expression of systemic 
lowered resistance by the primary infection. (Am. J. Surg. 6: 761-64. 
June 1929.) 


Catamipa, W.—Tonsttitectomy in Rena Diseases SECONDARY TO TONSILLAR 
Lestons (Sulla Tonsillectomia nelle Nefropatie Secondarie a 


Lesioni Tonsillari) 


Renal functioning was determined by the two Koranyi tests of 
experimental polyuria and concentration capacity. Tonsillectomy was 
done in thirteen cases of acute nephritis, ten cases of chronic nephritis, 
one case of glomerulonephritis. Postoperatively eight of the first group 
were cured, one was arrested, one turned chronic, two of the second group 
were cured, and one of the third group. The period of after-observation 
was from six to forty months. No recurrence occurred, therefore the 
author considers tonsillectomy safe and useful in renal disease—except 
perhaps in chronic nephritis—provided it is not associated with nephro- 
sclerosis. 


The series of acute nephritis includes nine men and four women the 
ages ranging from four to thirty-six years. The kidney lesion due to 
tonsillitis had lasted from one to thirty months. Tonsillectomy had cured 
ten patients and arrested the renal conditions in three. 


The series of chronic nephritis included eight men and two women the 
ages ranging from twelve to forty years. Chronic renal conditions were 
due to tonsillitis and lasted from two months to five years. After 
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tonsillectomy two patients improved, in six the renal condition was 
arrested and two patients died of uremia. 










One woman, aged twenty-six, had secondary glomerulonephritis for 
three years due to recurrent tonsillitis. She was completely cured after 
tonsillectomy. (Arch. ital. di otol. 40: 111-19. Feb. 1929) 












Maran, A.—Retation or Patatine Tonsmuitis To Kipney Diseases 
(Amygdalites palatines et nephropathies) 







Bacterial findings in tonsillitis and peritonsillar phlegmons dem- 
onstrated predominantly hemolytic streptococci. The same irritant was 
demonstrable in embolic infectious renal diseases associated with acute 
tonsillitis and in diffuse toxic glomerulonephritis associated with chronic 
tonsillitis. 













According to Vollhard the pharyngeal lymphatic ring is the primary 
focus of infection in 75 per cent of nephritis associated with angina. The 
author states that 8.8 per cent of chronic nephritis was due to pharyngeal 
infection; and 44.3 per cent of acute nephritis was associated with 
pharyngeal infection. Of 2246 cases operated for hypertrophy of the 
pharyngeal tonsils 0.74 per cent gave a positive renal reaction. Why some 
cases exhibit diffuse and others focal nephritis is still unexplained, but the 
author believes that the virulence of the causal bacteria, individual pre- 
disposition and systemic immune reaction are probably determining factors. 
(L’Oto-Rhino-Laryng. Internat, 13: 1-5. 1929.) 






























Bertrorxs, R.—Nepuerris or PHarynoceat Orictn: TREATMENT BY 
Tonstutectomy (Nephritis d'origine pharyngée; indications 
therapeutiques ) 





The author reports two cases of chronic nephritis in a girl of four 
years and a woman, twenty-three years old. Both developed acute | 
nephritis after attacks of tonsillitis. Persistent albuminuria suggested a 
pharyngeal origin. On examination the tonsils were found to be small, 
recessed, and surrounded by roughened tissue. Tonsillectomy was advised . 
and accepted. Both patients made a good recovery and positively showed | 
at re-examination one and three years later no trace of albuminuria. | 


The author considers tonsillectomy the best treatment unless con- 
tradicted in hemophiliacs. (Rev. prat. d. mal. des pays chauds 8: 569-80. 
1928. ) 


MazzareLtta, G.—Renat Functioninc 1x Acute anp CHRONIC 
Tonsmrak INFLAMMATION (La funzionalita renale nelle 
tonsillopatie acute e chronice.) 


The author studied ninety-eight cases of tonsillar inflammation, simple 
hypertrophy without angina, and recurrent chronic tonsillar inflammation. 
In the first group of thirty-seven cases eleven had glomerulonephritis and 
renal function was reduced in seven proved by the delayed phenolsulfo- 
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phthalein test. Postoperatively 100 per cent recovered through pro- 
phylactic and dietary therapy. In the second group of twenty-nine cases 
two had albuminuria, one had glomerulonephritis and one showed mod- 
erately reduced renal functioning; tonsillar operation cured two of the 
nephritis cases and improved one. (Arch. Ital. di otol. 40: 305-42. 1929) 


Nusssaum, D.—Pyemi1a Fottowine ANGINAS 


The author fully discusses the pathogenesis, anatomy, diagnosis and 
treatment of the tonsils. He states their responsibility for 80 per cent 
of acute and chronic rheumatism, for numerous cases of renal infections, 
septic endocarditis and chorea. From a survey of the literature he finds 
58 cases of post-tonsillar pyemia reported up to 1927, of which 13 only 
reeovered after ligation and total excision of the jugular vein. Claus of 
Berlin recently reported successful excision of thrombosed veins in gout 
of twenty such cases. 


The author states that post-tonsillar muscular and joint metastases are 
usually caused by the streptococcus and pulmonary metastases by the 
anaerobic Streptococcus putrificus strain. He reports no cases. 


He considers a streptococcus sore throat particularly alarming because 
the spreading tissue infection causes peritonsillar and parapharyngeal sup- 
puration, while hematogenous infection causes bacteremia, or toxemia, 
phlebitis or thrombosis. Both blood and lymph streams may carry infection 
to distant organs and result in metastases. Post-anginal persistent lympha- 
denitis is, in his opinion, one of the greatest danger signals. With respect 
to treatment he recommends early surgery under local anesthesia rather 
than general narcosis, except in markedly toxic cases without thrombosis 
who do not respond to operation. (Laryngoscope 39: 787-95. 1929) 


LieBERMANN, TH.—Townsiuitic CraniaL Parn 
(Tonsillogene Schmerzen am Kopfe.) 


The author reports three cases of follicular tonsillitis in adult women, 
38 and 40 years of age, who complained on apparent recovery of persistent 
pain in the nape of the neck, trigeminal neuritis, arthritis, facial and orbital 
neuralgia respectively. 


In all patients the regional lymph nodes were palpable. In one patient 
appendectomy and extraction of various teeth brought no relief from 
arthritis, the other patient was not relieved from neuralgia by ethmoid 
exenteration. In the third patient no improvement of cranial neuritis was 
had from vaccineurin and arsenic injections, hot air and x-ray treatment, 
ethmoid exenteration and irrigation and drainage of the bilateral antra. 
All three patients, however, completely recovered after enucleation of the 
tonsils. 

The author concludes that in tonsillitic cranial pain tonsillectomy is 
indicated whenever enlarged regional lymph nodes are palpated. (Wien. 
Med. Wehschr. 79: 1453-54. 1929) 
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OPERATIVE RISKS FROM INFECTION* 
Freperic W. Bancrort 


Surgical Director, Fifth Avenue Hospital 


To cover in the time allotted to me all the possible com- 
plications from postoperative infection would result in a 
catalogue of many important surgical conditions, with only 
a brief description of each. Any one of the more important 
postoperative infections, such as pneumonitis, peritonitis 
or erysipelas, could be the subject of an individual paper. 
Realizing, therefore, that the subject is much too large to 
cover with any justice it seemed advisable to limit this dis- 
cussion to a description of the factors which may lead to 
infection of a clean laparotomy wound and to discuss 
thrombosis and thrombophlebitis as one of the general 
causes of diffuse dissemination of a local infection. 


Fortunately, Dr. Martin will discuss bacteremia, Dr. 
Meleney streptococcic skin and fascial gangrene, and Dr. 
Pool the various complications of appendicitis, so that 
many of the sequele from postoperative infection will be 
treated by them. 


For several years I had the good fortune to be patholo- 
gist in a course of surgical technique given in the Surgical 
Department of the College of Physicians and Surgeons, 
Columbia University. In this course, in order to study the 
repair following laparotomy, animals were autopsied at 
various times from one to ten days postoperative. I was 
impressed by the amount of postoperative disturbances in 
the subeutaneous fat, fascia and muscle that is hidden un- 
der a relatively normal appearing skin. These observa- 
tions have been confirmed during postoperative autopsies 
on human beings following surgical calamities or after 
death from intercurrent diseases. 


The following factors may be suggested arbitrarily as 
tending toward producing infection in clean laparotomy 
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wounds: 1. Introduction of bacteria. 2. Trauma. 3. The 
insertion of foreign bodies in the wounds. 4. Devitalized 
cells and necrotic tissue. 5. Dead spaces. 6. Tension on 
the wound, producing a local anemia. 


1. Introduction of bacteria. One must assume that 
rarely is an operative wound free from the presence of bac- 
teria. In a recent study conducted by Dr. Kingsley Rob- 
erts of my staff, at the Fifth Avenue Hospital, on the bac- 
teriology of wounds, the cultures taken from the knife 
blade which made the skin incision, showed, in 105 cases, 
positive cultures in 72.4 per cent and negative in 27.6 per 
cent. Of the bacteria found there were 10 of the colon 
bacillus group, 37 of the diphtheroid group, 16 of the 
staphylococcus group, 10 of the streptococcus group, 8 of 
the anaerobic spore-bearing gas bacillus type, and 14 mis- 
cellaneous. 


Similar studies of the peritoneum in clean cases were 
made. A small opening was made in the peritoneum. Into 
this was inserted a cotton applicator, and cultures were 
made before the introduction of any instruments. In this 
series there were 79 cases: 93 per cent showed positive cul- 
tures, and 7 per cent showed negative cultures. There 
were diphtheroids present in 42 cases, varieties of the 
staphylococcus in 10 cases, varieties of the colon bacilli in 
10 cases, varieties of streptococcus in 14 cases, gas bacilli 
in 9 and miscellaneous in 22 cases. 


Of 79 clean cases where both knife blade and peritoneal 
cultures were made, the cultures of the knife blade and of 
the peritoneum corresponded in their general make-up in 
62 cases, while in 17 cases cultures of the knife blade and 
of the peritoneal cavity were entirely different. A plate 
culture taken after exposure of 45 minutes during the per- 
formance of a clean operation showed the following bac- 
teria: 6 varieties of saprophytic staphylococcus, 4 varie- 
ties of diphtheroids, one of the colon bacillus group, and 
2 of the anaerobic rod-shaped group. 





We offer the following theories for the presence of bac- 
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teria in a clean wound: a. They are air-borne. In a series 
of severe streptococcic infections at the Presbyterian Hos- 
pital, Dr. Meleney and his co-workers traced the origin of 
the infection to one assistant who was a streptococcus 
bearer. In a series of very severe pneumococcus ITI wound 
infections at the Lincoln Hospital we traced the source to 
an interne who harbored a virulent pneumococcus IIT in 
his throat. This series was not as scientifically proven as 
the Presbyterian Hospital series. Both epidemics of infec- 
tions were stopped by compelling all persons entering the 
operating room to wear masks. This included visitors as 
well as the nurses, orderlies and doctors. 


b. Skin and sweat glands. No skin disinfectant has 
been discovered which will penetrate the sweat and seba- 
ceous glands, which probably harbor bacteria. After a 
careful study of the various skin antiseptics in vogue, we 
adopted, at the Fifth Avenue Hospital, the use of 5 per 
cent gentian violet and 5 per cent methylene blue in 50 
per cent alcohol. This combination showed less growths 
from so-called clean skin, and from skin on which bacteria 
had been smeared, than any other skin antiseptic. Never- 
theless, it does not penetrate deeply. Therefore it be- 
hooves every surgeon to consider the skin as dirty. Towels 
or pads along the edges of the skin, applied immediately 
after making the incision, may reduce the number of bac- 
teria from this source. 


c. The presence of bacteria either in lymphatics or deep 
structures before the incision has been made. Bacteria 
have been grown from tissue cultures that have been made 
in the depths of wounds: However it seems impossible to 
rule out their introduction from the skin or air. For the 
improvement of our operative results it would seem best 
to exclude this source from our consideration, for should 
infection occur it becomes an alibi that has no constructive 
use. In many operating rooms it is the custom to sterilize 
knives either in lysol or 95 per cent alcohol. Neither of 
these solutions will kill the spore-bearing organisms, and 
it has been shown that 95 per cent alcohol is less efficient 
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than 70 per cent alcohol: Moreover, it is necessary to have 
the knives in the 70 per cent alcohol at least a half hour 
to kill the ordinary pathogenic bacteria. 


2. Trauma. The prevention of trauma in an operative 
approach is almost impossible. Some surgeons decrease 
this to the minimum, while the rough ones increase it. In 
general it may be stated that a large incision is apt to cre- 
ate less trauma than a small one. Where exposure is dif- 
ficult, the constant moving of metal retractors on unpro- 
tected fat and fascia is a constant menace. Many surgeons 
apply Kocher clamps to retract fascia: These clamps, if 
left on for any length of time, will destroy this relatively 
avascular tissue. In attempting to obtain exposure of an 
organ in the abdominal cavity, the intestines may be severe- 
ly handled and pulled upon. Coarse string pads are placed 
to keep the intestines away, and frequently the superficial 
layer of peritoneum is stripped off when they are with- 
drawn. Postoperative trauma may be as great a cause of 
infection of clean wounds as the trauma that occurs during 
operation. Postoperative vomiting and retching may pull 
sutures loose and create dead spaces. The use of a Levin 
tube inserted through the nose is a great aid to prevent 
immediate postoperative vomiting. When drains have been 
inserted to control oozing, their removal too early may 
traumatize tissue before it is protected by leukocytes and 
open up new spaces for infection. Orr, in his treatment of 
osteomyelitis, has shown that infected wounds or open 
wounds do better if they are sealed with a non-irritating 
dressing such as vaseline and not dressed frequently. 
Figs. 1, 2, 3. 


3. Foreign bodies. If one studies through the micro- 
scope the repair of postoperative wounds one is surprised 
to find the amount of reaction about any foreign body. 
Where silk sutures are inserted foreign body giant cells 
and leukocytes may be found in their neighborhood a con- 
siderable period of time after their insertion. With catgut 
the same defense action may be seen. Walton Martin has 
said “Every foreign body implanted then adds in varying 
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Fig. 1—Laparotomy—right rectus incision—dog—sacrificed two hours after 

operation. Note marked potential dead space and extravasation of red 

blood cells at a considerable distance from the operative field. a, Skin sur- 

face. b, Fascia of rectus muscle. c, Rectus muscle. d, Peritoneum and trans- 

versalis fascia. e, Incision. f, Extension of hemorrhage along rectus sheath. 
g, Area of hemorrhage at a considerable distance from the incision. 
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Fig. 2 
High power view Fig. 1. a, Infiltration of fat with leukocytes and 
b, Infiltration of fascia with leukocytes and hemorrhage. 


Fig. 2. 
hemorrhage. 
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Fic. 3 


Fig. 3.—High power view Fig. 1 two hours after operation. a, Silk suture. 
b, Cellular infiltration about silk suture. 


























OPERATIVE RISKS FROM INFECTIONS 117 





degrees, depending on its irritative quality, to the injury 
of the tissues; uses up, as it were, a certain amount of the 
defense reaction, and from a theoretical standpoint should 
make it more difficult for the body cells to destroy or shut 
in growing bacteria.” Where heavy suture material is used 
to draw tissues together under tension, as in some hernias 
with large defects, the foreign body suture material, often 
applied with three knots, is too great an obstacle for satis- 
factory repair. Where tension is so necessary that large 
sutures have to be used to maintain apposition it is reason- 
able to assume that this suture material will cut through 
the muscles through which it has been inserted. In such 
cases it would seem rational to make releasing incisions in 
the fascia overlying adjacent muscles which would reduce 
tension and allow the use of finer suture material. Figs. 
4, 5, 6, 7. 


4. Devitalized cells and necrotic tissues. The long ex- 
posure of cells to drying, as occurs in laparotomies where 
moist pads are not used for protection, will cause death of 
these cells. The insertion of mass ligatures on tissues, 
such as might occur in intestinal and gastric resections, 
assures a death of cells beyond the ligatures. Dead tissue 
in a healing wound, with the presence of only a few bac- 
teria which may in general be saprophytic, must certainly 
predispose toward infection. The surgeon occasionally 
makes an anatomic dissection of the aponeurosis of a 
muscle, not realizing this aponeurosis receives its blood 
supply from the areolar tissue on its surface. In fat in- 
dividuals one is often surprised, on sponging the wound, 
to observe the amount of fat that comes away with the 
sponge. This must be devitalized fat which if left in the 
wound may become a nidus for bacteria. Before closing 
wounds in fat people it would seem advisable to irrigate 
the wounds with ether, in order to remove all loose par- 
ticles. 


5. Dead spaces. If one could inspect with a magnifying 
glass a clean linear incision one would find many small 
depressions which are potential dead spaces. These be- 
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Fig. 4.—Two days after laparotomy of dog shows inverting of skin surface 
by Lembert suture, blood clot in dead space, and marked infiltration with 
hemorrhage of neighboring fat and fascia. a, Epithelium of skin surface. 
b, Inverted skin. c, Blood clot occupying dead space. d, Infiltration of 
deep fat and fascia of rectus muscle with hemorrhage and exudate. e, Line 
of suture through rectus muscle. 


























OPERATIVE RISKS FROM INFECTIONS 


Fig. 5.—High power view of Fig. 4. 
orrhage in fat. c, Cellular infiltration about suture in rectus muscle. 
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a, Blood clot in dead space. 


b, Hem- 
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Fig. 6.—Nine days after laparotomy on dog. Note inversion of epithelium, ¥ 
dead space created by the hemorrhage along the anterior fascia of the rectus | 
and marked cellular reaction about suture line. a, Epithelial surface show- 
ing inversion by Lambert suture. b, Dead space created by hemorrhage 
along anterior fascia of rectus, with infiltration of fat. c, Recti muscles. 

d, Peritoneum. e, Repair of incision. 
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Fig. 7—High power view of Fig. 6, nine days postoperative, showing cellu- 
lar infiltration about silk suture (foreign body.) a, Strands of suture. b, 
Cellular infiltration. 
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come macroscopic where large incisions have been made 
and violent traction has been exerted with trauma to fat 
and muscles. Wherever a dead space occurs, it is usually 
filled with either lymph or blood. Stagnant blood furnishes 
an excellent culture-medium for bacteria. Dorst studied 
the influence of collections of blood on staphylococcus in- 
fection: He found that the disposition to infection was in- 
creased about 40-fold by hematoma. When bacteria gain 
access to these pools, whether filled with lymph or blood, 
they colonize and multiply out of reach of active, living 
leukocytes, and a condition is created unfavorable to the 
local defense reaction of the body. The insertion of tension 
sutures with large cutting needles placed outside the range 
of vision may tear blood vessels and create hematomata. 
It would seem more surgical if the skin could be nicked 
with a sharp instrument and these sutures inserted with 
non-cutting needles. Figs. 6, 7. 


6. Tension of tissues. One frequently sees on dressing 
wounds about the fifth day postoperative that the tension 
sutures have cut well into the skin. If one could visualize 
the entire depth of this wound one would probably see 
these sutures had cut through the fascia and muscle and 
that there was a relatively anemic area within their cir- 
cumference. The anemia delays healing and may pre- 
dispose toward infection. Too tight abdominal dressings 
applied at the time of operation, with a resultant disten- 
sion of the intestines beneath, may create local wound 
anemia. 


It is a general surgical impression that inguinal hernias 
furnish the highest percentage of infection in clean 
wounds. In our series at the Fifth Avenue Hospital the 
incidence of infections in hernia was 1.5 times that occur- 
ring following a clean laparotomy through a McBurney 
incision. The incidence of hematomas occurring in her- 
nial wounds was double that occurring in McBurneys. It 
is common practice in performing hernial operations to use 
unsurgical principles, which might readily account for this 
increased incidence of hematoma and infection. It would 
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seem advisable to mention the most important: In attempt- 
ing an exposure of the external oblique aponeurosis the 
areolar tissue is sometimes dissected free from its external 
surface. Then after incising the aponeurosis the areolar 
tissue is wiped off the internal surface downward as far 
as Poupart’s ligament and mesially to the rectus muscle. 
The aponeurosis of any muscle receives the greater part of 
its vascular supply from the areolar tissues on its surface. 
In this operation, then, in order to preserve the vascularity 
of the external oblique aponeurosis the areolar tissue 
should not be disturbed on its external surface. The sac 
is often dissected free roughly from the cord, producing a 
great deal of tissue trauma. The ligation of the neck of 
the sac with double heavy ligatures with a good deal of 
tissue beyond the ligature bite leaves an area where there 
must be considerable cellular death. The conjoined tendon 
or the rectus muscle, according to the type of hernial opera- 
tion used, is usually united to Poupart’s ligament with in- 
terrupted sutures, frequently of considerable size. These 
sutures may be tied with more tension than is needed to 
approximate the fascial surfaces. Moreover, the operator, 
in order to prevent recurrence, is apt to use three knots 
introducing a large foreign body in an avascularized area. 
After the aponeurosis has been closed with or without the 
transplantation of the cord, the skin is frequently closed 
without suturing Scarpa’s fascia. In this region Scarpa’s 
fascia is one of considerable moment, as it has sufficient 
tensile strength to be a factor in extravasation of urine. 
If it is observed just before closure of the skin, there will 
be found a hiatus of 2 or 3 cm. beneath the edges. Should 
the skin be closed without this suture there remains a tri- 
angular dead space. 





The adoption of a careful, non-traumatizing surgical 
technique will do much toward reducing infection in clean 
abdominal wounds. 


Thrombosis and embolism have become relatively more 
important in the surgical world as the improvement in 
technique has diminished many other types of complica- 
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tion. The sudden exodus of a patient five to fifteen days 
after operation, often occurring as preparation is being 
made to leave the hospital, is a surgical calamity of inesti- 
mable moment. Strangely enough little has been done to 
discover the cause and thereby diminish the incidence of 
thrombosis and embolism. Various clinics have made sta- 
tistical reports, and we know the incidence is higher in 
certain abdominal operations than elsewhere. 


It is generally accepted that trauma, infection, slowing 
of the blood stream and increased dehydration of the blood 
are factors in producing thrombosis: Nevertheless, patients 
may develop thrombosis with a minimum number of the 
above factors, while others with a maximum number re- 
main unscathed. For this reason we decided to study, at 
the Fifth Avenue Hospital, the blood-clotting factors of 
all patients admitted to the surgical service. The studies 
of the prothrombin, fibrinogen and antithrombin content, 
with the resultant determination of a clotting index, will 
be given in a later part of this article. We believe, from 
this study, that we may prognosticate in the case of a 
patient who is apt to develop thrombosis, and we believe 
that certain therapeutic agents may be administered that 
will decrease the incidence. 


Clinically one observes three main types of thrombophle- 
bitis: 1. An acute fulminating phlebitis, associated with 
chills, high elevation of temperature, redness and tender- 
ness along the course of the vein with swelling of the limb. 
In this type the thrombus may break down and numerous 
suppurative emboli be distributed throughout the body. 
In such cases there is evidence of a bacteremia and there 
may be septic foci in almost any organ. 2. The acute 
thrombophlebitis, associated with a moderate elevation of 
temperature, swelling of the limb and pain. The tempera- 
ture may persist for five to fifteen days, associated with 
pain and swelling. As these cases are usually observed 
early and precautions taken, the emboli are not as frequent. 
A clot in the vessel wall may become organized and the 
lumen entirely occluded. Return circulation of the leg is 
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accomplished by either compensatory dilation of the super- 
ficial veins or a canalization of the thrombus and the sub- 
sequent reéstablishment of the blood supply through the 
affected vein. 3. Silent thrombosis. It is probable that 
there is very little thrombophlebitis associated with silent 
thrombosis. It is this type, running a relatively normal 
postoperative temperature, having a sudden massive embo- 
lus occluding large vessels, with resultant death, that is 
the most distressing to the surgeon, to the family and the 
public at large. It is with particular reference to this type 
that we have attempted to study the blood-clotting factors 
involved. 


It would seem advisable at this time to enter into the 
philosophic discussion of the causes of postoperative 
thrombosis and thrombophlebitis. Analytical reports from 
surgical clinics tend to show that these conditions are more 
prevalent following operations upon the lower abdomen 
and in fat people, and rarely do they occur following opera- 
tions on the brain and skull. One may ask why this should 
be, for many large veins must be traumatized in skull 
operations. I venture to suggest the following factors con- 
cerned in their etiology: 


a. In abdominal cases where the surgical approach has 
been through the abdominal wall there is constant motion 
in the field of repair during the first 48 hours; in opera- 
tions on the skull, with the rigid skull cap, the field is kept 
at rest. With every breath taken and with the usual post- 
operative nausea and vomiting there is a constant thrust 
and pull on the operative field: This might easily dislodge 
an embolus or cause an extension of a small thrombus ret- 
rograde into a larger vein. 


b. The approach for an abdominal operation is through 
an area of subcutaneous fat, while in skull operations there 
is a relatively small amount of fat. With the insertion of 
sutures, often under too great tension, and with the appli- 
cation of a tight abdominal dressing, necrosis of the trau- 
matized fat may result. Experimentally we have found 
in dogs that if fat is taken from the subcutaneous tissues 











126 BULLETIN of the NEW YORK ACADEMY of MEDICINE 


or the omentum and ground up with a small amount of 
saline in a mortar, the resultant fluid contains approxi- 
mately 2-4 per cent fat. When this emulsion is injected 
intravenously a marked rise in the blood-clotting index is 
produced. 


c. Slowing of the blood stream. Since Welch’s classical 
discussion of thrombosis and embolism in Allbutt’s System 
of Medicine almost all pathologists and surgeons have ac- 
counted the slowing of the blood stream as one of the 
primary factors in the production of thrombosis. It has 
been shown that thrombosis rarely occurs in arteries be- 
cause the circulation of the blood is too rapid. Experi- 
ments have been performed inserting formalin-prepared 
arterial segments in arterial defects without subsequent 
thrombus formation. Pathological specimens of aneury- 
sms have shown that thrombosis occurs in the portions 
where there are eddies; but where a dissecting aneurysm 
has allowed a rapid flow of blood, thrombosis has not 
occurred. 


Following abdominal operations it has been an almost 
universal practice to apply tight surgical dressings. The 
distension which usually follows 24 hours postoperative 
causes a marked increase in intra-abdominal pressure. If 
we consider that the return flow of blood in the vena cava 
is largely due to the suction of the heart and the respira- 
tory movements, this increased abdominal pressure and 
splinting of the diaphragm must cause considerable stasis 
in the veins of the lower extremities. Moreover, with the 
almost universal use of the Gatch bed in the Fowler posi- 
tion we have the double factors of gravity and constriction 
in the region of Poupart’s ligament, increased by the flexion 
of the thighs and by the lower border of the tight dressings. 


d. Infection. Infection or the presence of bacteria or 
their by-products in the blood stream is generally advanced 
as another contributing factor in the production of throm- 
bophlebitis and thrombosis. These complications may oc- 
cur where, to all apparent gross observation, the operative 
wound is healed per primum. We know that bacteria enter 
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the blood stream through the intestinal walls. With post- 
operative distension and slowing down of peristalsis, the 
bacterial flora of the intestinal canal must multiply to a 
marked degree. Moreover it would seem probable that, 
with the thinning out of the intestinal wall due to disten- 
sion, more bacteria might enter the blood stream. 


e. Dehydration, with resultant increased viscosity of 
the blood, is another factor mentioned as an etiological 
cause of thrombosis. It is hard to estimate in the first 48 
hours postoperative the increase of fluid output over the 
fluid intake. With preoperative purgation, increased 
sweating due to postoperative elevation of temperature, 
vomiting and urination, the fluid output is tremendously 
increased ; at the same time the intake of fluids is markedly 
diminished. If a patient is vomiting the oral method of 
intake is almost impossible. 


f. Blood-clotting factors. In the beginning of our study 
of thrombosis and thrombophlebitis we were impressed 
with the fact that some patients with a minimum number 
of the known predisposing causes had thrombosis occur, 
while others with a maximum number escaped. For in- 
stance, a woman of 38 years, after resting her arm on a 
desk for four hours while collecting tickets at a moving 
picture theater developed phlebitis of the basilic vein of 
the arm. As a contrast we could cite numerous cases of 
war injury where there was infection, vascular injury and 
slowing of the blood stream without resultant thrombosis. 
This striking contrast convinced us there might be some- 
thing in the blood-clotting factors inherent in an individual 
that might be an unknown agent in the production of 
thrombosis. We decided therefore to study the clotting 
factors of each patient admitted to the staff service of the 
Fifth Avenue Hospital. At the beginning we analyzed the 
antithrombin index, the prothrombin index, fibrinogen, 
platelet count and the rate of platelet dissociation. As 
the platelet count is greatly influenced by chronic infec- 
tion we have recently discarded the platelet count and the 
platelet dissociation rate from consideration. As the pro- 
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thrombin and fibrinogen hasten coagulation and anti- 
thrombin retards coagulation, a blood-clotting index has 
been formed of which prothrombin and fibrinogen are the 
numerators and antithrombin the denominator. The de- 
tailed description of the tests has been published in an 
article by Bancroft, Stanley-Brown and Kugelmass in the 
Annals of Surgery, August, 1929. It would seem inadvis- 
able to take up these details at the present time. As the 
normal prothrombin is 1.0, fibrinogen is 0.5 and antithrom- 
bin is 1.0, the index then becomes 0.5+0.2. 


Blood examinations have been made preoperative and, 
at first, three and five days postoperative. Lately the post- 
operative examinations have been changed to five and nine 
days. Since the onset of this work the blood of 965 
patients has been examined. Not all of these, however, 
had preoperative determinations, as some of the cases have 
been referred from the medical clinics and also examina- 
tions have been made elsewhere on patients suffering from 
fully developed phlebitis. We have considered any patient 
with a blood-clotting index of over 0.9 as havire a clotting 
tendency. In all, we have studied 25 patients who have 
had clearly demonstrable thrombosis, thrombophlebitis or 
embolism. With one exception these have had high clotting 
indices. About 20 per cent of all the patients examined 
have had high clotting indices but have not developed an 
obvious thrombosis: Nevertheless, almost without excep- 
tion all of these patients have run a rather high postopera- 
tive temperature. For instance, a hernia occasionally 
would run a temperature ranging from 99 to 100 for 12 to 
14 days postoperative, without obvious wound infection 
or evidence of external phlebitis. Hysterectomies or 
gangrenous gall bladders tend to have high indices, and we 
have felt that they probably had a concealed thrombosis 
or thrombophlebitis and came into the thrombosis class, 
but we have not classified them, in our analysis, as such. 


We have been able to prove experimentally on animals 
and humans that there is only a slight postoperative rise in 
the blood-clotting factors in uncomplicated surgical pro- 
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cedures; but if a gangrenous process with thrombosis as- 
sociated therewith is produced, the clotting factors rise. 


We have had three patients with high clotting factors 
either before operation or shortly afterwards who have 
developed either thrombosis or embolism. Allow me to 
cite two illustrative cases: 


Case 1 was a patient admitted for gall bladder pathology. 
She had high clotting factors on admission. Because she 
had not seemed to us to be a satisfactory risk, operation 
was not considered and the patient left the hospital. 
She returned later to the medical side, with symptoms sug- 
gesting pellagra and was placed on a high protein diet. A 
month later she was admitted to the hospital with a bilat- 
eral femoral phlebitis. 


Case 2. A patient was operated upon for cholelithiasis 
and benign polypi of the stomach. The operation of chole- 
cystectomy and gastrotomy for the removal of the two be- 
nign polypi in the pyloric end of the stomach was per- 
formed. On her fifth postoperative day, when her tem- 
perature was practically normal and her convalescence 
apparently satisfactory, she had a high clotting index. On 
the night of the sixth postoperative day she got out of bed 
to go to the toilet, fell and struck her right arm. The fol- 
lowing morning there was definite evidence of an embolus 
in the right brachial artery. An embolectomy was per- 
formed and the blood flow apparently reestablished, but 
the patient died from shock, the following evening. 


In our animal experiments it has been shown that an 
acid diet with high nucleo-protein and fat content will in- 
crease the clotting factors of the blood while a basic diet 
omitting as far as possible proteins and fats will diminish 
the clotting factors. We have also been able to demon- 
strate this clinically on human patients. 


We feel that this experimental work on the blood-clotting 
factors is still in a very indefinite state. The tests for pro- 
thrombin, antithrombin and fibrinogen are complex and 
are not practicable for routine examinations in a general 
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hospital. It is our hope that we may be able to simplify 
this procedure in the future and so adapt it that it may 
become a routine test even with a relatively unskilled 
technician. 


TREATMENT 


If we base our treatment upon our theoretical concepts 
of the etiology of thrombosis and thrombophlebitis, the 
following suggestions are offered for your consideration : 1. 
In abdominal cases every effort should be made to reduce 
the postoperative nausea and vomiting, in order to keep 
the abdominal wall and field of operation quiet. In peri- 
tonitis and in high upper abdominal cases the Levin tube 
inserted through the nostril immediately after the vatient 
has regained his consciousness, greatly reduces vomiting. 
2. The approach for an abdominal operation is usually 
through a layer of subcutaneous fat. Experimentally we 
have found that intravenous injection of emulsified fat in- 
creases markedly the blood-clotting factors. Care should 
therefore be taken to avoid traumatizing the fat by over- 
zealous pull of the retractors. The irrigating of the fat 
with ether before closure would seem advisable in order 
to dissolve out the free fat particles. 3. Slowing of the 
blood stream, and 4. Infection. Pool in 1913 published an 
article on Systematic Exercises in Postoperative Treat- 
ment, in which he illustrated the type of exercises to be 
used, and recommended that treatment be started on the 
third postoperative day. The motion of the arms and legs 
would in no way interfere with the healing of the wound, 
and would tend to improve the circulation. 


In our opinion tight abdominal dressings should be 
eliminated. G. W. and Kingsley Roberts, of the Fifth 
Avenue Hospital staff, for years have not used any abdom- 
inal dressings and have concealed their wounds with court 
plaster strips. They have been able to show that their inci- 
dence of evisceration or infection has not been greater than 
when tight dressings are used. It is our custom to apply 
sufficient gauze to cover the incision and to hold it in place 
with merely enough adhesive plaster to prevent its moving. 
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No attempt is made to apply pressure, and no abdominal 
binders are used. During the three years this procedure 
has been followed there has been only one case of wound 
evisceration, which was due, I believe, to other causes. 
The patients are infinitely more comfortable and their 
upper abdominal distension is certainly less. It has been 
our custom on the first day postoperative to inspect all 
dressings, and any that feel the least bit tight are loosened 
so that the patient is comfortable. Even with dressings 
applied loosely at the time of operation one is often sur- 
prised to see an expansion of at least an inch after cutting 
the adhesive the first day of postoperative. 


We believe that distension is lessened if food is given 
early. Theoretically it is logical to assume that if no food 
is present in the intestinal tract there is no stimulus for 
peristalsis and fermentation will take place. If a bolus of 
food enters the intestine there is stimulus for peristalsis, 
which will carry with it gas as well as solid material. In 
non-complicated cases, after spinal, ethelyn or gas anwesthe- 
sia, the patient is routinely given tea and toast the after- 
noon following the morning operation. 


5. Dehydration. Fortunately in most clinics the giving 
of active catharsis the night before operation has been 
omitted from the preoperative preparation. Active cath- 
arsis, Which tends to dehydrate a patient and make the 
night before operation uncomfortable with cramps, is un- 
necessary. A mild catharsis given two nights before opera- 
tion and an enema the evening and morning anteoperative 
are sufficient to allow almost any operative procedure in 
the abdomen. The routine administration of fluids either 
by intravenous or subcutaneous methods will aid toward 
diminishing postoperative dehydration. Some authors 
have suggested the intravenous administration of glucose 
might be one cause of the increased incidence of throm- 
bosis: Experimentaily we have been unable to find any in- 
creased clotting factors after glucose administration. 


6. Blood-clotting factors. From our studies of the 
clinical eases and of the blood-clotting factors we have 
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come to believe there are two types of thrombosis of the 
lower extremities: a. The more or less silent type, with 
slight elevation of temperature but associated with swell- 
ing of the leg and definite venous obstruction. b. The sep- 
tic type, associated with high elevation of temperature, 
infection and occasionally bacteremia as the predominant 
characteristic. Arbitrarily we have attempted to treat each 
type as a separate entity: 


Type a, with thrombosis as the predominant factor, has 
been treated by sodium thiosulphate. Although a non- 
protein diet is successful in reducing a high clotting index, 
it cannot be depended upon in postoperative cases, for it 
is in this group that a quick reaction is often needed to 
prevent an accident. We therefore began to look for some 
drug which, given intravenously, would rapidly reduce the 
index, especially in the group in which the prothrombin 
was high and the antithrombin low. Sodium citrate was 
naturally considered, as it is such a well-known agent for 
keeping blood fluid. Our results were good, but large 
amounts were required and unless great care was used in 
buffering the solution bad reactions were frequent. At 
the suggestion of Dr. Lieb, of the Department of Pharma- 
cology at Columbia University, we tried sodium thiosul- 
phate. They had used this in large doses on animals when 
they wanted to prevent clotting in extra-corporeal tests 
on the circulation. We found that it was necessary to give 
only 10 ¢.c. of a 10 per cent solution and repeat the 
dose in 24 hours to obtain the desired effect. Larger 
amounts can be given safely, but are not needed. We have 
used it now on 15 cases, 6 of which had some form of 
phlebitis or thrombosis, and 9 received prophylatic doses 
as the index was found high following operation. In all 
but one of these cases the index dropped, the main effect 
being to lower the prothrombin and raise the antithrombin. 
In one case which did not respond, the prothrombin was 
normal and only the fibrinogen high. The chemical action 
is not known but it is probably due to the sulphate com- 
bining with the ionizable calcium and preventing its action 
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with the prothrombin: This, however, is entirely theor- 
etical. 

In the cases where sodium thiosulphate has been used 
after the onset of thrombosis there has been marked clin- 
ical improvement: Decrease in pain and swelling of the 
leg and lowering of the temperature has occurred usually 
in 24 hours. One case with recurring attacks of phlebitis 
had a markedly aborted attack as compared with her pre- 
vious ones. 

Type b, with thrombophlebitis the predominant factor,— 
Following the report of Shallenberger, in a paper read be- 
fore the Southern Surgical Association in 1924, we have 
used the intravenous injection of gentian violet solution 
for this type. Shallenberger advised the use of 0.5 solu- 
tion. The gentian violet crystals are dissolved in sterile, 
freshly distilled water, the solution filtered and injected. 
The maximum dose is 5 mg. per kilo of body weight: This 
is approximately 46 c.c. of a 0.5 per cent solution for each 
100 pounds. It has been our custom to inject 50 ¢.c. in the 
ordinary patient and repeat the dose alternate days for 
two or three doses. We have been impressed by the satis- 
factory results obtained therefrom. Chills have occurred in 
one or two cases, but of small moment. The relief from pain 
has occurred usually following the first injection and we 
have noted in two cases a decrease in the circumference of 
the leg of 1 to 2 inches in from 3 to 4 days. One patient 
who had a severe infection 20 days postoperative had an 
evening temperature of 103° four days before the injec- 
tion. She was given 46 c.c. of a 0.5 per cent solution. At 
that time her thigh measured 24 inches and her calf 14 
inches. That night her temperature went to only 100.8, and 
from there on returned steadily to normal. The second dose 
of 50 c.c. of the 0.5 per cent solution was given five days 
later. Four days after the first injection the thigh had de- 
creased 2 34 inches and the calf one inch, and they were of 
normal consistency and color. Two months after the op- 
eration there was no evident swelling of the leg. We feel 
that in the septic type of thrombophlebitis gentian violet 
is a therapeutic agent of considerable value. 
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During the three years we have used the above men- 
tioned prophylactic measures we have not had a sudden 
death from embolism. 


Walters, of the Mayo Clinic, has advised the routine 
postoperative use of thyroid extract to prevent thrombosis 
and embolism. His results in the series published are very 
encouraging: We have not had sufficient experience with 
this method to form any opinion of its value. 


CONCLUSIONS 


1. The application of surgical principles, such as the 
avoidance of trauma, the obliteration of dead spaces, and 
the prevention of postoperative anemia of wounds, should 
reduce the incidence of infection. 


2. Experimental work on the blood-clotting factors as- 
sociated with thrombosis and thrombophlebitis suggests 
that there may be inherent in an individual a predisposing 
tendency in addition to the generally accepted factors of 
infection, slowing of the blood stream, trauma and dehy- 
dration. This work is in its infancy and is suggested as i 
possible prophylactic solution of a surgical calamity. 


























PRESIDENTIAL ADDRESS* 


Joun A. Hartweti 


Before presenting the report of the activities of the 
Academy during the past year, I wish to express to you my 
very great appreciation of the honor that you have done 
me in electing me to the Presidency for a second time. 
The Academy has reached such a predominant position of 
influence that this is an honor one cannot accept without 
a deep sense of responsibility. 


In addressing you two years ago I voiced the hope that 
whatever qualifications I possessed for this office might be 
stimulated to the utmost by the example of the Fellows. 
That hope has been fully realized. There are now over two 
hundred Fellows who are actively engaged in rendering 
service to the Academy, and through the Academy to the 
community. 


Without exception, the Administration has never failed 
to get codperation from any Fellow upon whom it has 
called; and the call, in many cases has been for continued, 
hard work. 


I wish to express to you my personal thanks as well as 
those of the Council for this response and in the presenta- 
tion of what has been accomplished during the past year 
and what our aims are for the future, I trust that you will 
find ample repayment for the very active support you have 
given. I have previously said that there lies in the New 
York Academy of Medicine an influence upon the practice 
of medicine which will be far reaching. My two vears of 
closer association with the activities of the Academy have 
convinced me that I had only visualized a small part of 
What may be accomplished. It has been my privilege to 
work with nearly every one of the committees and many 


“Delivered at the Annual Meeting of the Academy, January 7, 1931. 
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of the individual Fellows; and from them I have learned 
much concerning the inherent force in this institution. 


Every undertaking must have a leader. The Academy 
“an and should be the leader in the betterment of medical 
practice in every way that offers itself. Much fear is at 
present expressed that the doctors are losing control of 
their own destiny; that lay bodies and the State are tend- 
ing to become our dictators and that our freedom of action 
is being taken from us. If there be any ground for such 
fear, this Academy is so situated that it can accept the 
challenge and demonstrate the ability of the medical pro- 
fession to shape its own course on a road of sound 
endeavor. 


The formal reports of the Council and the various com- 
mittees cannot fully translate into words the initiative, 
the study and the planning that are behind this work; and 
it is these, in the end, which will solve our problems. The 
practice of medicine has not escaped the disturbing in- 
fluences which are appearing at this time, in all human 
activities. A reading of books, magazines and the daily 
press only too surely demonsirates that almost everything 
of the accepted order is under attack. There is abroad a 
spirit of skepticism and unrest. If one analyze this trend, 
as far as the practice of medicine is concerned, certain 
outstanding factors are brought to light. The knowledge 
of biological processes has advanced and is advancing more 
rapidly than it can be assimilated and applied to the com- 
plex matter of maintaining good health and restoring it 
when lost. The laity are impatient at this. Knowledge 
of vitamines and endocrines should, in their belief, imme- 
diately be translated into good health. Immunity, vac- 
cines, allergy are terms to which great hope is hung, and 
when this hope fails the doctor is blamed. Promising leads 
are exploited and fail. Therapeutics become disordered 
and fashions of treatment follow one another in rapid suc- 
cession, often with insufficient factual basis and not in- 
frequently because of a very clever commercial propaganda 
which offers the laity and the doctor a wholly unjustified 
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hope. Every physician is driven into limiting his activities 
to a comparatively small field. Even then he constantly 
finds himself faced with problems of public and individual 
ill health which tax his resources and to which he finds 
great difficulty in applying accepted facts which the scien- 
tific investigators have established. To meet this situation 
he constantly is confronted with the necessity of calling 
to his aid other doctors. Thus the specialist was called 
into existence and, once created, the growth of specialism 
has been rapid and largely uncontrolled. It is now neces- 
sary to review this situation and place the practice of the 
various specialties in the hands of men who are compe- 
tently and completely trained. As will develop later, the 
Council and its various committees have given much con- 
sideration to this problem and are making definite recom- 
mendations to the Academy for adoption. 


Critics of the medical profession call attention to the 
fact that there exist in organized medicine no means by 
which the patient is able to be well guided in the selection 
of his physician. Reasons for this are partly the respon- 
sibility of the doctors and partly of the patients. It is true 
that as at present organized, the State licenses a practi- 
tioner of medicine and thereafter exerts no control over 
him whatever, unless he be guilty of a felony. He is at 
complete liberty to undertake the care of any type of 
patient and to institute any therapeutic measure that he 
deems advisable. If the public, therefore, is to be served 
in the best way, it is necessary that it should have infor- 
mation that will permit the selection of a physician who 
is fully fitted to meet its requirements. The furnishing of 
this information would seem to be a function of the pro- 
fession itself. Some thought has been given to this matter 
by the Council but, as yet, no satisfactory procedure has 
evolved and the Council has been unwilling to take any 
action. Further study of this complex problem ought to 
yield very definite results, in setting up some sort of a 
clearing house where such information may be readily 
obtained. To some of us, the Academy seems to be ideally 
fitted to undertake this function and it is the hope of your 
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President, at least, that such an end may be accomplished. 
The responsibility of the patient in this matter, lies in the 
fact that individuals are more often than not curiously un- 
intelligent in the selection of a doctor. The chance remark 
of some friend or mere acquaintance quite often determines 
this choice. Moreover, the patient or his friends not infre- 
quently make a diagnosis of the illness and if, in their 
opinion, this chances to fall in a special field, they seek 
out someone of whom they have heard, often in a very 
indirect way, as being a specialist. 


One solution of these difficulties would be a return to 
an earlier practice, when every family had a definite med- 
ical advisor who was trained in the field of general medi- 
cine, with a sufficient knowledge of special fields to know 
when the condition would be benefited under the care of a 
specialist. Unfortunately this man, the family doctor, has 
gradually been crowded to the wall somewhat, by the un- 
controlled development of specialism. Careful observers, 
happily I believe, see a swinging of the pendulum and 
express the opinion that the man of general, sound infor- 
mation, engaged in the care of entire families, is beginning 
to play a more important part in the scheme of things, 
than has been the case in recent years. 


Many publications, both by members of the medical pro- 
fession and the laity appear at the present time more or 
less strongly urging the necessity of State and Federal 
control of the practice of medicine. A careful study of 
much of this fails to impress one with the belief that the 
argument is carefully thought out. There can be no gain- 
saying the fact that, in the last analysis, the health of the 
community and of the individual is a matter of public 
concern in which every individual whether well or ill, has 
an active and definite interest. It cannot be denied that 
illness, as such, is a charge upon the entire community, 
directly or indirectly; that enormous sums of money are 
expended in an effort to maintain good health; and that, 
under ideal conditions, this amount could be greatly re- 
duced. The State already has a very active part in this 
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work ; and we believe, many statements to the contrary not- 
withstanding, that the medical profession as a whole, is 
solidly behind the State and Federal government in every 
effort to diminish individual or public ill health. 


The accusation is made that the individual doctor is 
little concerned with this endeavor and the more cruel ac- 
cusation is made that his unconcern is stimulated into 
active opposition because of the fear of financial loss. 


It is true that many doctors, because of the lack of 
proper emphasis in the medical college curriculum, have 
not developed a broad view of the possibilities of preven- 
tive medicine and the public health as entities. To say, 
however, that they are not interested in these things and 
that they place themselves in opposition to real progress 
because of an ulterior motive, is, I believe, far from the 
truth. If organized medicine oppose itself, at the pres- 
ent time, to governmental control of the practice of medi- 
cine, it does so only because it is not convinced that either 
individual or public health would be, thereby, conserved. 


Doctors are fully informed as to the increasing interest 
of the State and Federal Government in these fields. They 
are seriously concerned in having this interest encouraged 
and made more efficient. They, however, believe that this 
latter can only be accomplished by a carefully studied, 
evolutional development and not by any sudden jumping 
into a complete State control of all medical activities, in 
which the doctor becomes, in a large measure, an employee 
of the State with the personal relation between him and 
his patient reduced to a minimum. 


The British Medical Association states that it has been 
viving serious consideration to this problem for thirty 
vears. It has evolved a plan, for use in Great Britain, 
which was published as a supplement to the British Med- 
ical Journal of April 26, 1930. The hub upon which this 
entire plan centers is the increased importance of the fam- 
ily doctor. Whether the patient be entirely independent 
ind financially able to bear the full responsibility and cost 
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of illness, or whether he be at the other end of the social 
scale, the relation between the doctor and patient shall be 
personal and individual, without the intervention of any 
third party. The report states that 
“the medical service of the community must be based on the provision 
for every individual, of a general practitioner or family doctor” .. . 
“Insofar, however, as the individual doctor can promote the prevention 
of disease, this can best be secured by associating every general prac- 
titioner with the general health service and emphasizing on every 
possible occasion the fact that there is no real line of demarkation be- 
tween the preventive and curative branches of professional work” and 
“that a satisfactory system of medical service must be directed to the 
prevention of disease no less than to the relief of individual sufferers.” 


I believe that organized medicine in this country will be 
found entirely in accord with these statements and that it 
will fully coéperate with governmental agencies in putting 
them into effect. The problem, however, is too complex to 
permit of a sudden transition from long established custom 
to a revolutionary change that would be in need of con- 
stant revision. 


It is my belief that there are forces in the New York 
Academy of Medicine that can very materially help in the 
advance of further wise control of the practice of medicine 
by the State. But I also believe that the Academy will 
stand firmly against being stampeded into something that 
does not give complete promise of success and that will 
make the practice of medicine a politically controlled pro- 
fession, with all the evils that may thereby result. Our 
present course of bringing the State, the County and the 
municipal departments of health into active coéperation 
with the doctor in private practice is a wise one and has 
the encouragement of organized medicine. The anti-diph- 
theria campaign, carried on by the five County societies 
and the New York City Department of Health, proved 
most successful and is a striking example of the proper 
way to proceed in using governmental forces in the prac- 
tice of private and public medicine. 


It is stated, and with much reason, that under the pres- 
ent regime it is only the favored few in the medical pro- 
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fession who have the opportunity to develop to their fullest 
ability. It is well accepted that teaching, with the asso- 
ciated hospital and out patient training under proper 
supervision and the opportunity for guidance in research 
problems are potent factors in forming the leaders of our 
profession. Under our present system these opportunities 
are available only to a certain number and it is the man 
of unusual initiative, or who is placed in a position of 
advantage over his fellows, who is able to get these oppor- 
tunities in full measure. The rank and file of the profes- 
sion find them so difficult to obtain that they can neither 
afford the time nor the energy to enjoy them. The situa- 
tion is this: 


Approximately one hundred million dollars is invested 
in this city in the conduct of undergraduate medical edu- 
cation and the associated research that goes with it. This 
education carries the prospective physician to the point of 
receiving his medical degree and his licensure by the State. 
Thereafter there is no requirement that his education 
should be continued except as he gain it from day to day 
in his daily activities, without supervision. As stated, the 
fortunate few become associated with the teaching institu- 
tions and the well organized hospitals where their oppor- 
tunities for educational advancement are great. It is with 
those less fortunately situated that we should be concerned. 


It seems economically unsound to expend such sums of 
money in bringing the young man to the door of the med- 
ical profession and then, at the most crucial period in his 
career, let it be a matter of chance as to whether or not he 
shall be further developed to the maximum of his ability 
and placed in a field where this ability may be the best 
utilized. 


New York City is unequaled in the opportunities 
afforded in our various institutions for carrying on the 
continued education of the doctor. These are not well 
organized; they are utilized only in small part and are 
largely going to waste because no one has given serious 
consideration to their development or to the responsibility 
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of making them available to a much greater number of 
the medical profession. 


Through its Committee on Medical Education, the 
Academy has instituted a beginning in their utilization by 
studying the facilities that are offered and organizing them 
so that some instruction under proper supervision can be 
given. It has already succeeded in interesting fifteen of 
our hospitals in these problems and a willingness is shown 
to give additional opportunities for training in the various 
fields. This, we hope, is the entering wedge. If we are 
successful in procuring the necessary funds, the New York 
Academy of Medicine may well become a Foundation in 
the continued education of the medical practitioner. 


This would be accomplished by making the facilities for 
such education in our many institutions fully available to 
the practitioner under conditions of which he could read- 
ily take advantage. There is general knowledge that in 
too many instances the internes in the hospitals are looked 
upon as aids to the routine work in the hospital with little 
appreciation of the fact that they shotld receive constant 
instruction as the future doctors on whom the people 
depend. 

This is a situation that calls for action and could easily 
be rectified under proper stimulus. If these various changes 
can be put into effect there would result a betterment of 
medical practice both in and out of the hospitals as ap- 
plicable both to the individual and the public. 


It is estimated that this will require an additional 
$100,000.00 a year. Our goal, therefore, is a Foundation 
of $2,000,000.00, approximately 2 per cent of the amount 
invested in the not more important field of undergraduate 
teaching. 


This is the thought which has stimulated Dr. Linusly 
Williams, the Director, to push forward with the energy 
and vision that he has shown during the six vears of his 
administration. He has convinced me that the idea is 
sound; and the attitude of the various committees that are 
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taking part in this programme, and the discussion in the 
Council evidence the fact that the thought is gradually 
taking shape in all our minds. 


We are accustomed to think of the Academy of Medicine 
as being a library for the benefit of its Fellows, and to a 
lesser degree, for the medical and lay public; as a place 
where active medical education is being pushed forward 
by the Sections; the Academy lectures; the Graduate 
Fortnight; and a place from which study, guidance and 
advice on public health problems emanate. The time has 
now arrived when the New York Academy of Medicine is 
prepared to broaden its activities in all these fields and 
to make a serious effort to cojrdinate outside institutions 
and individuals in attaining the one aim; namely, to place 
the science and practice of medicine in this district upon 
the highest possible plane. 


This does not mean that the Academy itself shall be an 
educational institution or a research body. These belong 
properly and much more beneficially to the universities. 
The Academy, however, composed as it is in its Fellowship 
of the very men who are doing this active work in the 
universities and in the highly organized hospitals, is in 
aun excellent position to move along the lines indicated 
with real success. 


Our activities during the past year will be detailed to 
you in the various committee reports and the full report of 
the Council will appear in the Annual Report. I shall 
therefore confine myself to emphasizing only those things 
Which have a bearing upon this general development. 


Through the Committee on Gifts and Bequests and the 
special interest of certain of the Fellows, a donation of 
three hundred and fifty thousand doliars has been prom- 
sed by Mr. Edward 8. Harkness, contingent upon the 
raising of a four hundred thousand dollar new endowment 
prior to July 1, 1931. The Council has expressed its very 
vreat appreciation for this generosity and further reports 
that an additional endowment of twenty-five thousand dol- 
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lars has been made from the estate of the late Mrs. Clinton 
B. Wagner; ten thousand dollars from Dr. Emanuel Lib- 
man for the creation of the William 8. Halsted Fund, the 
income to be used for the purchase of books or for lec- 
tures on surgery; of the further generous bequest of ten 
thousand dollars from the late Dr. James B. Clemens, 
who for many years was an active member of the Commit- 
tee on Public Health Relations; and bequests of five hun- 
dred dollars each from Dr. Seth M. Milliken and Dr. E. 
H. Arnold. Finally the Council acknowledges its great 
indebtedness to an anonymous friend for a donation of 
fifty thousand dollars toward the general endowment. 


These various gifts all go toward the contingent four 
hundred thousand dollars; and conversations which have 
been held with representatives of several of the Founda- 
tions give us the hope that, with continued effort, we wil) 
be successful in meeting the terms of Mr. Harkness’ gift 


The Council, at its last meeting on December 17, 1930 
showed its confidence in this success by authorizing the ap- 
pointing of a building committee to take up the question of 
plans for the construction of the new four story addition 
to be placed over the auditorium extension. Dr. Arthur 
B. Duel has been named Chairman of this Committee, with 
Drs. Alfred E. Cohn, John A. Hartwell, Archibald Mal- 
loch, Walter L. Niles, Eugene H. Pool and Linsly R. Wil- 
liams. York and Sawyer, architects of the present 
Academy, have been selected as architects for the addition. 
The main room of this addition is beautifully conceived as 
the home of our incunabula and rare books, where these 
may be properly exhibited, studied, and made of living 
value to the Fellows. Above this will be placed very much 
needed additional conference and office rooms. 


The Committee on Medical Education, as already inti- 
mated, has been particularly active during the past year. 
The Graduate Fortnight was the most successful held up 
to the present time. The attendance was not only the 
largest but also the most enthusiastic. Very much favor- 
able comment by educators throughout the country has 
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been received and it is believed that this exercise will prove 
of increasing value, year by year. This Committee has 
taken the lead in studying the problem of specialism and 
the education and qualification of specialists. A subecom- 
mittee under the chairmanship of Dr. Carl Eggers has 
been engaged in the work for nearly two years and in as- 
sociation with the Committee on Sections, the Committee 
on Admissions and interested Fellows, a concrete plan was 
presented to and adopted by the Council at its meeting on 
December 17, 1930. The Council wil! later submit proposed 
changes to the By-Laws which, if adopted by the Fellow- 
ship, will make the plan operative. 


The proposals have two definite aims. First, to stimu- 
late the activities of the members of the Sections by a 
form of promotion, and second, to lay down qualifications 
in the various specialties which will have the approval of 
the Academy. Conformation to these will qualify a Fel- 
low in the given specialty, and the Academy thereby be- 
comes his sponsor as competent in training and experience 
to practice such specialty. Ultimately a way may be found 
whereby doctors, not Fellows of the Academy, may be so 
certified and thus the public be informed as to fully quali- 
fied specialists throughout the city. The details of the 
proposal will be published in the Bulletin and only a sum- 
mary is given here. 


It is proposed that two classes of membership be created 
in the Academy to be known as “Members” and “Fellows.” 
A doctor, being elected to membership becomes a “Mem- 
ber,” qualifications for Members to remain the same as the 
present qualifications for “Fellows.” Upon election a Mem- 
ber shall be assigned to the Section of his choice. Each 
Section, through its Advisory Committee, shall set up, 
with the approval of the Council, qualifications to which 
a member must conform if he desire to be promoted to 
Fellowship and designated as Fellow in that particular 
specialty represented by the Section. For example: Fel- 
low of Internal Medicine, or Fellow in Gynecology, ete. 
In general the qualifications required shall be similar to 
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those set up by various national associations and societies 
in the special fields. 


A Fellowship Committee, corresponding to the Commit- 
tee on Admissions shall be elected from representatives 
designated to the Nominating Committee by each of the 
Sections. When a Member of any Section shall have sub- 
mitted to the Advisory Committee of his Section sufficient 
evidence that he has met the qualifications approved for 
Fellowship in that Section, his name shall be submitted to 
the Fellowship Committee in the same manner as appli- 
cants for membership are submitted to the Committee on 
Admissions. If the Fellowship Committee approve of the 
recommendation the Member shall. be voted upon by the 
Academy as a candidate for Fellowship of the New York 
Academy of Medicine in that branch represented by the 
Section recommending him for Fellowship. Any present 
Fellow of the Academy will have the privilege of being also 
designated if he so desire, in the same manner. If approved 
by the Fellowship Committee and by the Council, he shall 
become Fellow in the particular specialty, without further 
action by the Academy as a whole. 


By the adoption of the proposed changes the Academy 
will take a definite step toward real organization in the 
matter of specialism. And if our programme for continued 
education eventuate there will be provided the facilities 
whereby the candidate for specialism may properly receive 
adequate training under competent supervision. 

The Committee on Public Health Relations has con- 
tinued the same splendid, active course for which it has 
had a well merited reputation over many years. It is doing 
splendid work in the study of puerperal mortality, under 
the direction of Dr. Ransom S. Hooker; in coéperating 
with the State for improvement of the working of the 
Workmen’s Compensation Act; in carrying to a successful 
conclusion the establishment of the Blood Donoys Better- 
ment Association; and in this connection, the adoption of 
rules by the Board of Health which will require the med- 
ical supervision of all donors. It has set up the National 
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Committee on Nomenclature to which the Academy acts 
as host and of which Dr. H. Burton Logie is Executive 
Officer. 


The Press Relations Bureau, with Dr. Iago Galdston at 
its head, has become a very active and influential organi- 
zation. Gradually it is building up a relation between the 
medical profession and the press which is proving to be 
most helpful in getting proper information on medical sub- 
jects before the general public. The value of this work 
is only beginning to be apparent but the interest shown in 
it by all concerned is proof of its importance; and the 
Council believes that the success of this undertaking is 
worthy of special emphasis. These various activities have 
been made possible by donations from the Carnegie Foun- 
dation, the Commonwealth Fund, the Milbank Fund and 
the Altman Foundation, for which the Council expresses 
its sincere thanks. 


The Committee on Professional Standards has continued 
its interesting and very valuable work during the year. 
It has been my privilege to take part in its deliberations 
and I am greatly impressed by the broadminded, careful 
and fair analysis that is made of every problem presented 
io it. This Committee should, in no sense, be considered 
as a body of censure. Its only purpose is to have a care- 
ful, deliberative group before which may be placed the 
complex, difficult problems that are constantly arising in 
the practice of medicine and which, if not given due con- 
sideration, may lead to undesirable ends. You have been 
informed already of the action of this Committee in en- 
deavoring to exert further influence against the practice 
of fee-splitting. The Council gave very serious study to the 
recommendation relating to this matter and finally de- 
cided to call the attention of every candidate for admis- 
sion to the Academy to the unethical and immoral aspects 
of this practice. By such careful educational means it is 
hoped that, ultimately, progress may be made in stamp- 
ing it out. 


Any young man, desirous of enjoying the privileges of 
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the Academy will be fully apprised of the impossibility 
of doing so if he become a party to this practice, and while 
complete proof of such is difficult to obtain, those who 
are guilty of it are, as a rule, not unknown to their asso- 
ciates. 









Allusion has already been made to the hope which we 
have for the enlargement of the Library and it is with 
satisfaction that we report a very steady growth of the 
Library itself. The accession of books and reprints is con- 
stant, many of them through the generous gifts of the Fel- 
lows. By means of those not needed for our own stack, 
we are able to carry on a very extensive exchange library 
with other institutions, and in many cases have made valu- 
able donations of our triplicate volumes to libraries less 
fortunately situated. Special donations to the Library 
amount to $1090, $840 of which was expended for the pur- 
chase of books, and $250 was given for the purchase of a 
portrait of Hippocrates on china by the artist Anker. A 
complete list of all gifts appears in the appended report. 

























The Council is glad to report that there has been a very 
active coéperation on the part of the Sections and the Pro- 
gramme Sub-Committee of the Committee on Medical Edu- 
cation with Dr. Samuel Kopetzky as Chairman. The in- 
stitution of an Advisory Board to each Section has proved 
increasingly useful and the Chairmen of the Sections have 
met on several occasions under the Chairmanship of a 
Vice-President, Dr. Lewis A. Conner, and have taken a 
very active part in inaugurating changes of real value. 
Under these various groups the work of all the Sections 
is becoming constantly an increasing influence in the edu- 
cation of the practitioners of the city. 


The Council now has under consideration a plan where- 
by the procedures of the various Sections may be pub- 
lished in a yearly volume or in an enlarged Bulletin. This, 
however, can only be accomplished as a part of our en- 
larged programme when the funds for this are available. 








The Council records its satisfaction in having elected as 
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benefactors, because of material aid given to the Academy, 
Mrs. Kate Macy Ladd, Mrs. Marcia Brady Tucker, and 
Mr. Carll Tucker. Jules Bordet, Russell Henry Chitten- 
den, Madame Marie Curie, Ernst Fuchs, Sir Frederick 
Gowland Hopkins, René Leriche and Sir Thomas Lewis, 
upon the recommendation of the Committee on Honors, 
were elected to Honorary Fellowships. Upon the recom- 
mendation of the same Committee, the Academy Medal in 
gold was awarded to Dr. Carl Koller for his work in 
inaugurating the use of cocaine as a local anzsthetic. 


To summarize, we have had a year of unusual activity in 
actual accomplishment and in thoughtful and wise plan- 
ning for the future. In all these there appears an ap- 
proach to our ultimate goal. This goal is to make of the 
Academy of Medicine an institution whose influence in the 
betterment of the practice of medicine shall be wise, force- 
ful, and widely operative. 


Rendering aid to every physician in the solving of his 
advanced educational problems, whether or not he be a 
Fellow, falls within our province. Making the best that 
the practice of medicine affords available to every patient 
is not beyond our hope and this conception is broad enough 
to include the individually sick and the health of the 
public. 


It is to this task that your Administration again calls 
you and with full confidence that the call will find enthu- 
siastic response and wise guidance at your hands. 








THOMAS W. SALMON MEMORIAL 


A Memorial meeting was held at The New York Academy 
of Medicine on January 10, 1931, under the auspices of 
the Thomas William Salmon Memorial, Ine. At this 
meeting impressive addresses were made by Reverend 
Harry Emerson Fosdick, Dr. Louis Casamajor, Brigadier 
General Sanford H. Wadhams and Dr. William L. Russell. 
Dr. Lewellys F. Barker presided. 


Dr. Russell concluded his remarks by announcing that 
the Thomas W. Salmon Memorial Committee had deter- 
mined to turn over the Fund of $100,000 to The New York 
Academy of Medicine, the income of which was to be used 
for providing a series of lectures to be given annually and 
published in book form, and that part of the income might 
be used for the advancement of psychiatry and mental 
hygiene in other ways. 


The gift was accepted by Dr. John A. Hartwell, Presi- 
dent of the Academy, who expressed his deep apprecia- 
tion of the confidence which the Committee had placed in 
the Academy. Dr. Hartwell assured the Committee that 
every effort would be made to carry out the plan indicated 
by the Committee. The form of agreement which was pro- 
posed to the Academy and accepted by the Council was 
as follows: 


1. The fund will be held in trust by the Academy as a 
memorial to the late Dr. Thomas W. Salmon and will 
be designated “The Thomas W. Salmon Memorial 
Fund.” 


The principal will be kept intact and the income applied 
toward providing a series of lectures to be given and 
published in book form annually, for the advancement 
of psychiatry and mental hygiene and to be designated 
“Thomas W. Salmon Memorial Lectures.” Each vol- 
ume will contain a statement explaining the origin and 
purpose of the fund. Part of the income of the fund 
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may, however, be administered for the advancement of 
psychiatry and mental hygiene in other ways than by 
means of lectures. 


Five per cent of the income from the fund may be used 
by the Academy for overhead administrative purposes. 
The above, the Committee understands, are the terms 
on which the fund is accepted by the Academy. 


The following are suggestions of the Committee which 
embody views, wishes and expectations which were 
formed and found expression during the campaign for 
funds. They are submitted with the understanding 
that they are suggestions which may be useful to the 
Academy but which create no legal obligation : 


A special committee to determine and carry out the 
purposes of the Memorial is to be appointed annually 
by the Council of the Academy with the title “The 
Thomas W. Salmon Memorial Committee,” this Com- 
mittee, at the outset, to be the present Executive Com- 
mittee of the Salmon Memorial Committee. Upon their 
resignation : 


The Committee to be constituted as follows: 

a. The President of the Academy; the Director of the 
Academy, or the Chairman of its Section of Psy- 
chiatry if established 

b. Two professors of psychiatry of leading universities 

c. A psychiatrist of eminence representing the Na- 
tional Committee for Mental Hygiene 

d. <A fifth member to be nominated by the preceding 
four, preferably a psychiatrist 


The lectures are to be given not only at The New York 
Academy of Medicine but also in other cities under the 
auspices of an educational or scientific organization. 
This was set forth in the nation-wide appeal for funds. 


The lectures should invariably be distinguished as con- 
tributions to the advancement of psychiatry, mental 
hygiene, and related subjects. 
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Funds that may be available after the expenses of the 
lectures and their publication are defrayed are to be 
applied to other projects for the advancement of psy- 
chiatry and mental hygiene. A Salmon Medal or finan- 
cial assistance to promote research and notable contri- 
butions is suggested. 


At a meeting of the Council held in January the Presi- 
dent was authorized to appoint a Committee to be known 
as the Thomas W. Salmon Memorial Committee, in accord- 
ance with the suggestions made in the form of agreement. 


The following Committee was duly appointed : 
Dr. C. C. Burlingame, Chairman 
Dr. Frankwood Williams 
Dr. Stephen P. Duggan 
Dr. Haven Emerson 
Dr. William L. Russell 


At the close of the meeting on January 10, Dr. Burlin- 
game, in behalf of the Academy Committee, announced 
that Dr. Adolf Meyer, Professor of Psychiatry at Johns 
Hopkins University, and Director of the Henry Phipps 
Psychiatrie Clinic, would give the first series of lectures 
in 1931. 





PROPOSED NEW CLASSIFICATION OF MEMBER- 
SHIP IN THE ACADEMY 


During the last three years a number of proposals have 
been discussed by various members of the Council and 
Standing Committees for providing different classes of 
members. In all of these proposals there was the sugges- 
tion that qualifications for Fellowship should be raised. 


This matter was discussed in considerable detail by the 
Committee on Activities, which noted in its report, ap- 
proved by the Council in April, 1929, that it had considered 
the possibility of the organization of another type of mem- 
bership which might be known as “Junior Fellows,” “Sec- 
tion Members,” or “Associates,” and recommended that 
the question be given further consideration by the Council. 


In the beginning of the year 1930, the Section on Laryn- 
gology recommended to the Council that no Fellows of 
the Academy become members of that Section unless they 
met the requirements of experience and training laid down 
by the American Academy of Otolaryngology. 


The matter was referred to the Committee on Sections 
which considered a series of proposals and recommended 
that the proposals be considered at a meeting of the Sec- 
tion officers and members of the Advisory Committees of 
the Sections. At the meeting held in January, 1930, these 
proposals were given careful consideration and there was 
unanimous approval of a number of them. 


Meantime the Committee on Medical Education has been 
discussing for a period of two years various methods which 
might be employed for the better training of specialists and 
considering what requirements might be laid down for de- 
termining qualifications for specialism. 


The proposals were submitted to the Council at its No- 
vember meeting and it was voted that they be referred to 
a Joint Committee consisting of representatives of the 
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Council and a sub-committee of the Committee on Medical 
Education which reported to the Council at its meeting on 
December 17 with definite recommendations. After de- 
tailed discussion the proposals were adopted by the Coun- 
cil with a resolution that the By-Laws be amended so that 
the proposals might be put into effect. 


SUMMARY OF THE PROPOSALS 


That two classes of membership be created in the 
Academy to be known as “Members” and “Fellows.” 


That the qualifications for membership be the same as 
the present qualifications for Fellowship. 


That the qualifications for Fellowship be determined by 
each Section and be applied only to members assigned to 
that particular Section, the qualifications for Fellowship 
to be subject to approval of the Council and to be similar 
to those of the American Board of Ophthalmology, the 
American Academy of Otolaryngology and other similar 
medical societies. 


That Members who have the qualifications adopted shall 
be elected to Fellowship and the Member known as a “Fel- 
low in Otolaryngology,” “Fellow in Gynecology,” ete. 


That the privileges and obligations of the present Fellow- 
ship be not changed except that voting rights in the Sec- 
tions will be restricted to one Section; and if a Fellow 
passes the qualifications adopted by the Sections and Coun- 
cil, he will be permitted to become a Fellow in Otolaryn- 
gology, Gynecology, ete. 


The details of the proposals are as follows: 


ELECTION TO MEMBERSHIP 


1. A candidate for admission to the Academy shall have 
the present qualifications for Fellowship, and_ if 
elected, shall become a member of the Academy and be 
assigned to such Section as he request. 

Members of a Section shall have all the present privi- 


~ 
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leges and obligations of Fellowship except that of hold- 
ing office. : 

A member may change from one Section to another 
with the approval of the Committee on Sections. 


QUALIFICATIONS FOR FELLOWSHIP 


The Advisory Committee of each Section shall deter- 
mine the requirements of experience and training 
necessary for a member to qualify as a specialist in that 
particular field subject to the approval of the Council. 
These requirements may be changed by the same pro- 
cedure. 


The qualifications to be adopted by each Section shall 
be generally in accordance with the requirements for 
the certification of specialists by certain national med- 
ical societies. 


There shall be a Fellowship Committee consisting of 
one representative from each Section. On a given date, 
each Section shall submit to the Nominating Commit- 
tee the names of three Fellows, Members of the Sec- 
tion. From these three the Nominating Committee 
shall select one as its nominee for Membership on the 
Committee of Fellowship. The term of office of the 
Members of the Committee on Fellowship shall be 
three years, except that at the first election one-third 
of them shall be elected for one year; one-third for two 
years and one-third for three years. Thereafter the 
election shall be for a three vear term. 


When a member of the Section shall have submitted 
to the Advisory Committee of the Section sufficient evi- 
dence that he has met the qualifications approved for 
Fellowship in that Section, his name shall be submitted 
to the Fellowship Committee for consideration with 
such data as the Fellowship Committee may, from 
time to time, determine. If the Fellowship Committee 
approves of the recommendation of the Section that a 
member become a Fellow it shall recommend to the 
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Academy the election of said member as a Fellow in 
that branch of medicine represented by the Section 
recommending him for Fellowship. 


The present Fellows of the Academy and newly elected 
Members shall have voting rights in one Section only. 
Each Fellow may designate the Section in which he 
wishes to vote. Members shall vote in that Section to 
which they requested assignment. Both Fellows and 
Members shall have freedom of action in changing 
from one Section to another for the purpose of voting. 


The present Fellows of the Academy will continue to 
be known as Fellows but a Fellow of the Academy 
now a member of a Section may apply to the Advisory 
Committee of the Section for permission to be known 
as a Fellow in the specialty represented by that Sec- 
tion and shall submit the evidence that he has fulfilled 
the requirements of experience and training adopted by 
that Section and approved by the Council. Such Fel- 
low shall then be recommended to the Fellowship Com- 
mittee and if it approves, his name shall be recom- 
mended to the Council for designation as a Fellow in 
that specialty. 


AFFILIATED SOCIETIES AND EXCEPTIONS 


The above procedure shall not apply to the Section of 
Historical and Cultural Medicine. 


It is recognized that it may be essential to provide for 
Fellowship in Pathology, Roentgenology and Research 
Medicine. It is possible that this might be arranged 
with the codperation of the New York Roentgen So- 
ciety, the New York Pathological Society, the Society 
for Experimental Biology and Medicine and the Har- 
vey Society, particularly through the interests of the 
members of those societies who are now Fellows of the 
Academy. 





ALLOCATION OF DUES 


At a meeting of the Trustees held on January 28, 1931, 
the following resolution was passed : 


RESOLVED, That the sum of $70,000 to be received in 1931 
from dues of Fellows be appropriated for the following 
purposes : 


For operation of the building— 
Salaries 
Expenses 


Less assessments for building 
maintenance 16,000 


Net 29,790 


For maintenance of Sections and 
Stated Meetings 12,880 


For maintenance of Library 24,330 


Salaries of bookkeeper & membership 
clerk (part of) 3,000 
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Anderson, G. M. Orthodontic laboratory manual. 
St. Louis, Mosby, 1930, 56 p. 
Bendann, E. Death customs. 
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Phil., Saunders, 1930, 364 p. 
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Cathelin, F. Conférences cliniques et thérapeutiques de pratique 
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London, Pitman, 1930, 406 p. 
Cooper, J. W. and McLaren, A. C. Latin for pharmaceutical 
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London, Pitman, 1930, 109 p. 
Crookshank, F. G. Epidemiological essays. 
London, Paul, 1930, 136 p. 
Daniel, G. Immuno-chirurgie; la sérothérapie et la vaccinothér- 
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Paris, Maloine, 1931 [1930], 322 p. 
Darier, J.; Civatte, A.; Mallein, M. [et al.] Dermatologie. 2. éd. 
Paris, Maloine, 1930, 650 p. 
Dautrebande, L. Les échanges respiratoires au niveau des 
poumons et des tissus. 
Paris, Presses Universitaires de France, 1930, 448 p. 
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PROCEEDINGS OF ACADEMY MEETINGS 






JANUARY 










Awnnvuat MEETING 
Wednesday Evening, January 7, at 8:30 o’clock 
(Please note change in date) 







ORDER 







I. Executive Session 
Reading of the Minutes 
Election of Fellows 
II. Awarp or Acapemy Mepat—David Marine 
III. Annvuat Reports 
The Council, John A. Hartwell 
The Trustees, Eugene H. Pool 
The Treasurer, Seth M. Milliken 
Committees: 
Admission, Alexis V. Moschcowitz 
Library, Ernest G. Stillman 
Public Health Relations, James Alexander Miller 
Medical Education, Nellis B. Foster 
Sections, Lewis A. Conner 
Professional Standards, Samuel W. Lambert 
Medical Jurisprudence, Israel Strauss 






























Thursday Evening, January 15, at 8:30 o'clock 
Tue Fovrru Harvey Lecture 
“PsYCHOANALYSIS AND MEDICINE” 
Franz ALEXANDER 
Professor of Psychoanalysis 
University of Chicago 
Atrrep E. Conn, President Harvey Society 
Dayton J. Epwarps, Secretary Harvey Society 
This lecture takes the place of the second Stated Meeting of the Academy 

for January. 


Section or SuRGERY 
Friday Evening, January 2, at 8:30 o'clock 
ORDER 

I. Reaptne or THE Minutes 
II. Presentation oF Cases 

a. Cases of thrombo-angiitis obliterans with massive gangrene healed 

by conservative methods, Saul S. Samuels 

b. 1. Tuberculosis of ulnar bursa. Radical operation. Result one 

year 
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Acute edema of the pancreas 

Actinomycosis of the transverse mesocolon, 
Result fifteen months, John H. Garlock 

Resection of descending colon for embolus of the left colic artery 


Radical resection. 


Hemangio-endothelioma of the stomach treated by excision, John 


Cases illustrating the paper of the evening, Percy Klingenstein 


Paper OF THE EvENING 
Asymptomatic common duct stones, Percy Klingenstein 
GeNERAL Discussion 


READING OF THE MiNvTES 
PRESENTATION 
Cases from Good Samaritan Dispensary 


or DrerMAtotoGy AND SyPiiLoLocy 
Tuesday Evening, January 6, at 8:30 o’clock 


Miscellaneous cases 


Generar Discussion 
EXECUTIVE 
Examination of cases is limited to members and their invited guests. 


READING oF THE MINUTES 
Papers OF THE EVENING 
Thomas Phaer: Boke of Children, 1544, Howard Reid Craig 


Secrion or Hisroricat aNnp Currurat MEDICINE 
Joint meeting with the 
Section or Peptatrics 

Thursday Evening, January 8, at 8:30 o’clock 


History of Diphtheria in New York City, William H. Park 


Development of Pediatrics in New York City, Linnaeus E. La Fetra 
GENERAL Discussion 
Executive Session 


READING OF THE MINUTES 

Report or two Cases, Clarence H. Smith 
PAPERS OF THE 
Symposium on petrositis 


Section or Oro1Locy 
Friday Evening, January 9, at 8:30 o'clock 


Anatomy and pathology, J. G. Druss (by invitation) 
The clinical entity, Samuel J. Kopetzky 


Surgical therapy, Ralph Almour 

Discussion: Isidore Friesner, Wells P. Eagleton 
GENERAL Discussion 

EXECUTIVE SESSION 















































IV. 


IIT. 
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or NevrRoLtoGy AND PsycHiatTry 
Joint meeting with the 
New York Nevrovocicat Society 
Tuesday Evening, January 13, at 8:30 o’clock 
ORDER 


SecTIon 


READING OF THE MINUTES 

CurnicaL PRESENTATIONS 

From the Neurologic Service of Bellevue Hospital 

(The presentation of each case or group of cases is limited to five 

minutes) 

a. 1. Dystonia musculorum deformans 

2. Gas poisoning with dystonic fragment, Foster Kennedy 

b. Case of Kummel's spondylitis, E. D. Friedman 

c. Pellagra with neurological manifestations, Thomas K. Davis 

d. 1, Dystonie dysgraphia 

2. Torticollis and the tonic neck reflexes, Samuel Brock 

e. Brain tumor with sudden death, Lewis D. Stevenson 

f. A tumor of the posterior corpus callosum, George H. Hyslop 

g. Neurosurgical presentation, Byron P. Stookey 

Papers oF THE EVENING 

a. Sensory conduction in the peripheral nervous system, S. W. Ranson, 
Northwestern University (by invitation) 

b. The anatomical basis of sympathectomy as a therapeutic measure 
in certain diseases, Albert Kuntz, St. Louis University (by in- 
vitation) 

Discussion: Karl M. Dallenbach (by invitation), Charles A. Elsberg, 

Byron P. Stookey, Albert Kuntz 

Genera Discussion 

Executive Session 


Section or Onriorrepic SurcEery 
Friday Evening, January 16, at 8:30 o'clock 
ORDER 

READING oF THE MINUTES 

Pavers or THE EvENING 

a. Osteitis fibrosa and giant cell tumor, Charles IF. Geschickter, M. 
M. Copeland (by invitation) 

b. Clinical and experimental hyperparathyroidism (osteitis fibrosa 
eystica) and its relation to other bone dystrophies, Henry L. 
Jaffe (by invitation) 

Generar Discussion 
Opened by Arthur Purdy Stout 


Section or OpuriaALMOLocy 
Monday Evening, January 19, at 8:30 o'clock 


ORDER 


I. Reaptne or THE Minutes 


II. 


PRESENTATION oF CAsES 



















III. 


ve 
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a. Medullated nerve fibres associated with choroiditis, Milton L. 
Berliner 
b. Apparent cure of serous detachment following Gonin operation, 
Julius Wolff 
c. Melanoma of the conjunctiva 
d. Total ectasia of the sclera, James W. Smith 
Paper OF THE EVENING 
Microscopic and photographic demonstration of tissue formations on 
the optic nerve-head, Arthur J. Bedell, Albany (by invitation), 
Bernard Samuels 
Generat Discussion 
Executive SEsston 


Section or MEDICINE 
Tuesday Evening, January 20, at 8:30 o’clock 
ORDER 
Papers OF THE EVENING 
a. Serum therapy in meningococcus meningitis, Augustus B. Wads- 
worth, Albany 
b. Meningococcus meningitis in Detroit, 1928 to 1931, John E. Gor- 
don, Detroit (by invitation) 
c. Twenty-five years of serum treatment of epidemic meningitis, Simon 
Flexner 
Discussion: Lewis Fisher, Josephine B. Neal, William W. Herrick 


Section or Genritro-Urtnary SurGEery 
Wednesday Evening, January 21, at 8:30 o’clock 
ORDER 
READING oF THE MINUTES 
PRESENTATION OF CASES 
Two unusual cases of perinephritic abscess, John A. Taylor (by invi- 
tation) 

Parer OF THE EVENING 
Postoperative care of urological cases, Henry G. Bugbee 
Discussion: Benjamin S. Barringer, Edwin Beer, F. Warner Bishop, 

Nathaniel P. Rathbun 


’. Generat. Discussion, Oswald Lowsley, Stanley Woodruff, Sturdivant 


Read 

Executive Session 
Section or Ogsretrics AND GyNECOLOGY 
Tuesday Evening, January 27, at 8:30 o'clock 
ORDER 
READING OF THE MINUTES 
PresENTATION OF NEw INSTRUMENTS AND CasEs 
a. An ocular attachment to the cystoscope for teaching purposes, 
Isador W. Kahn 

b. Salpingograms, illustrating their diagnostic value, Mortimer N. 
Hyams 
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ec. A case of tuberculosis of the clitoris, Gerard L. Moench 
III. Pavers or THE Eventnc 
a. The operative correction of retrodisplacements of the uterus, Wal 
ter T. Dannreuther 
b. The standardization of coagulation-diathermy of the uterus (illus 
trated by motion pictures), Thomas H. Cherry 
IV. Generar Discussion 
’, Executive Session 
Secrion or LaryNnco.ocy ann RuiNoLoGy 
Wednesday Evening, January 28, at 8:30 o'clock 
ORDER 
I, Reapinc or THE MINUTES 
II. Presentation or Cases 
a. Venous aneurysm of face, A. J. Conty (by invitation) 
b. Osteoma involving orbit, ethmoids, frontal and sphenoid—opera 
tion, Robert E. Buckley 
c. Extrinsic carcinoma of larynx—operation, Robert E. Buckley 
III. Paper or THE EveninG 
The relation of the epithelium to the mucosa in pacchydermia laryngis 
(lantern slides and wax model), Louise H. Meeker (by invitation) 
Discussion opened by A. A. Eggston 
IV. Rounp Taste ConFERENCE 
Subject: “Present status of sinusitis in eye disorders” 
a. Abstract of recent literature, C. J. Imperatori 
b. Ophthalmological aspect, Edgar S. Thomson 
ec. Rhinological aspect, Duncan Macpherson 
V. Generat Discussion 
VI. Executive Session 
New York Roentcen Society 
In Affiliation With 
Tue New York Acapemy or MEpIcINE 
Monday Evening, January 19 
ORDER 
I. 8:30 P. M. 
In memoriam: Webster W. Belden, John Remer 
II. 8:40 P. M. 
Demonstration of interesting cases and roentgenograms 
III. 9:00 P. M.—Papers of the Evening 
Some problems in the diagnosis and treatment of lymphoblastoma, 
George W. Holmes, Boston (by invitation) 
Radiotherapy in lymphoma, K. R. McAlpin 
IV. Genera Discussion 
To be opened by Nathan Rosenthal, John Remer 
VY. Executive Session 
Ross Gotpen, President 
J. Bennetr Epwarps, Secretary 
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New York Meeting 
of the 
Society ror ExperimMentTAL BrotoGy AND MEDICINE 
Under the Auspices of 
Tue New York Acapemy or MEDICINE 
Wednesday, January 21, 1931, at 8:15 o’clock 


I. Bacteriological investigations on blood, synovial fluid and subcutan- 
eous nodules in rheumatoid arthritis, M. H. Dawson, M. Olmstead 
and R. H. Boots 

II. Agglutination reactions with hemolytic streptococci in rheumatoid 
arthritis, M. H. Dawson, M. Olmstead and R. H. Boots 

III. Role of certain anerobic toxins in pneumococcus infection, A. B. 
Sabin (Introduced by W. H. Park) 

IV. Various carbohydrates on production of diphtheria toxin with special 
reference to its flocculating power, EK. L. Hazen and G. Heller 
(Introduced by E. P. Gay) 

V. Passive local sensitization in atopic individuals, M. Walzer and K. 
Bowman (Introduced by M. J. Shear) 

VI. Blood sugar response to intravenous insulin in normal and diabetics, 

W. S. Collens and H. G. Grayzel 

VII. Injections of cortin on resistance of suprarenalectomized rats. 
Biological assay of extracts of suprarenal cortex, D. Perla and J. 
Marmorston-Gottesman 

VIII. A hormone preparation from the kidney which is an antagonist of 
adrenalin and pituitrin, R. I. Wagner and B. Jablons (Intro- 
duced by I. S. Kleiner) 

IX. Pharmacology of learning. The learning-forgetting-remembering 
process, M. G. Mulinos and C. C. Lieb 

Peyton Rovs, President 
A. J. Gotprors, Secretary 





Tue New York Parnotocicat Society 
In Affiliation With 
Tue New York Acapemy or MEpiIcINE 
Thursday Evening, January 22, at 8:30 o'clock 


ORDER 
I. Demonstration oF SPECIMENS 
a. Lymphosarcoma of the cecum 
b. Malignant nephrosclerosis, two cases 
c. Bacterial endocarditis in a heart with congenital incomplete ven- 
tricular septum, Joseph S. Grewal (by invitation), Ward J. Mac- 
Neal 
II. Papers or true Eventne 
a. The relation of mucous glands to the tonsils, Louise R. Meeker 
b. Actinomycosis of the hand with cultures, Adele E. Sheplar (by 
invitation), Joseph S. Grewal (by invitation) 
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c. Serological reactions in a case of tuberculosis of the serous mem- 
branes, Adelaide B. Baylis (by invitation) 
d. The influence of pus and of blood upon the action of bacteriophage, 
Martha Applebaum (by invitation), Ward J. MacNeal 
e. Effect of weather variations upon the symptoms of hay-fever 
patients, Marjorie Hopkins (by invitation) 
III. Executive Session 
Lema Cuartton Kwox, President, St. Luke’s Hospital 
Beryt H. Paice, Secretary, The Babies’ Hospital 





FELLOWS ELECTED FEBRUARY 5, 1931 

Helen Gavin 147 East 50th Street 
Robert S. Grinnell 910 Park Avenue 
TE Bs GU ce ccs tesaricsicsacectessea 815 Park Avenue 
i IE 6S cece acccscnanmnen Medical Tower, Newark, N. J. 
ee I inn vide cvcnwdncdeweeeecaeeseen 120 East 75th Street 
Nathan O. Ratnoff 1192 Park Avenue 
Paul M. Wood 





DEATHS OF FELLOWS OF THE ACADEMY 


Roy Buosser, M.D., 224 Thayer Street, Providence, R. I.; graduated in 
medicine from Jefferson Medical College, Philadelphia, Pa., in 1906, elected 
a Fellow of the Academy March 6, 1924; died, January 14, 1931. 


Hersert Daniet Burnuam, M.D., 105 West 76 Street, New York City; 
graduated in medicine from New York University Medical College, New 
York City, in 1889; elected a Fellow of the Academy February 1, 1906; 
died, February 3, 1931. Dr. Burnham was a Fellow of the American Medi- 
cal Association, and a member of the County and State Medical Societies. 


Jounx Wittiam Draper, M.D., 285 Madison Avenue, New York City; gradu- 
ated in medicine from New York University Medical College, in 1898; 
elected a Fellow of the Academy November 3, 1904; died, January 26, 
1931. Dr. Draper was a Fellow of the American Medical Association, a 
Fellow of the American College of Surgeons, a member of the County and 
State Medical Societies and a member of the American Gastro-Enterologi- 
cal Society. 


Frank Hartmann Fietp, M.D., 123 William Street, New York City; 
graduated in medicine from the Detroit College of Medicine, Detroit, 
Michigan, in 1893; elected a Fellow of the Academy March 1, 1906; died, 
June 8, 1930. 


Tuomas Francis Retry, M.D., 43 West 88 Street, New York City; 
graduated in medicine from Bellevue Hospital Medical College, New York 
City, in 1896; elected a Fellow of the Academy May 7, 1914; died, Janu- 
ary 24, 1931. Dr. Reilly was a Fellow of the American College of Physi- 
cians, a member of the American Association for Therapeutic Surgery, a 
member of the Alumni Association of City Hospital, and Physician to 
Fordham and St. Vincent's Hospitals. 


Leo Himsuion Suenier, M. D., 441 13 Street, West New York, New Jersey; 
graduated in medicine from Buffalo University Medical College, in 1896; 
elected a Fellow of the Academy April 1, 1909; died, February 2. 1931. 
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Executive Secretary 
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Neturs B. Foster, Chairman 


Executive Committee 
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Cart Eccers EMANUEL LIBMAN Freperick P. Reynotns, 
Wittiam W. Herrick Josepu F. McCartuy Medical Secretar) 
Epwarp H. Ilume Joun J. Moornear 
Grace Carstensen, Executive Secretary 


COMMITTEES OF THE COUNCIL AND TRUSTEES 


Ilouse CoMMITTEE NoMINATING COMMITTE 
Axruur B. Duet, Chairman Georce B. Wattac 
Rovat S. llaynes 
Warrer L. Nites Georce BaEnr 
Grorce Davin Srewart IlAVEN EMERSON 


Chairmai 


CoMMITTEE ON L’ROFESSIONAL STANDARDS 
Samuet W. Lampert, Chairman 


Harry Aranow Atrrep T. Oscoop 

Enowin Beer Wittram BB. Parsons, Jr. 
\. Benson Cannon 3ERNARD SAMUELS 

Artnur M. Wricur 
Finance CoMMITYEE Apvisory Finance ComMitres 

Seru M. MILurKen, Chairman Mr. Georce BLAGpEN 
Samuet W. LAMBERT Mr. Moreau DeELano 

James Avex. MILLER Mr. James B. Mason 
EKvucene Tl. Poor Mr. Epwin G. Merritt. 


Press Retations Bureau 
Joun J. Moorneav, Chairman 
Exnesr FaAuNnestock Encar STILLMAN 
\rnotp Knapp Orrixn SaceE WIGHTMAN 
Samuet J. Kopetzxy 
laco Gatoston, Executive Secretary 


Tuomas W. Saimon Memoriar ComMittel 
C. C. Buruincame, Chairman 
Srernen P. DuGcan Wittiam L. Russeie 
Haven Emerson FrRANKWOoop E. WILLIAMS 








